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“Treatment through activity and relationship 
provides the patient with a laboratory for 

living.” 
ELIZABETH P. RIDGWAY, O.T.R. 
GAIL S. FIDLER, O.T.R. 
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Rehabilitating the Mentally Ill Aged 


HE VERY TITLE OF THIS ARTICLE and its publication in 

MENTAL HospitaLs offer persuasive testimony to the 
progress made in the past decade in the complete manage- 
ment of the disturbed aged. Traditionally, older patients 
entering a mental hospital were looked upon as having 
reached the “end of the line.” The psychiatric disorders of 
the senium were viewed as the logical consequence of bio- 
physiologic events, and were not assigned a favorable 
prognosis. They were considered to be the functions of a 
declining organism—the hopeless psychic involvement of 
irreversible organic phencmena. With increasing numbers 
of younger patients seeking help from overworked and un- 
derstaffed institutions, how was the hospital administrator 
to justify big expenditures of time, effort and money on 
unpromising oldsters, who had already lived their lives? 
So the psychotic aged received minimal but humane care— 
supervised feeding and lodging without a program of activ- 
ities or treatment. In most instances the aged were left at 
the mental hospital to die. 

But this era of dispassionate tolerance and skillful neglect 
is already passing. The great psychiatric hospitals are be- 
ginning to look at their older patients with new eyes. Treat- 
ment instead of care, cure instead of custody will be the 
new institutional philosophy. Human need, not chrono- 
logical age, will determine the selection of therapy, and the 
traditionally austere and emotionally remote institution will 
attempt to supply experiences in living in a warm and human 
setting. 

The institution will be used primarily as a hospital for 


interim care only—a temporary sojourn to permit the man- 
agement of the acute phases of mental disease. It will strive 
to undo the ills of social practices, not perpetuating the 
inhumane attitudes of a dispassionate society, nor yet adding 
still another disease—institutionalism. Not only will the 
mental hospital of the near future serve as the center for 
professional training and research in the field of psychiatric 
gerontology, but it will serve as example and educator to 
communities to aid them in the development of realistic 
attitudes and facilities for services to the elderly. 


Categories of Patients 


Aged patients on admission tend to fall into four cate- 
gories, somewhat as follows: 


1. Patients suffering advanced physical and mental de- 
terioration, who are essentially moribund and soon die. 

2. Patients with long-standing involutional depressions 
and paranoid states, complicated by some degree of 
organic senility, who show promising signs; they 
respond fairly promptly to the therapies and can be 
returned to the community in four to eight weeks. 
where supervision and follow-up care help sustain 
their improvement. 

3. Patients showing signs of typical senility and/or 
arteriosclerotic involvement, whose confusion and psy- 
chotic states improve progressively over several months 
with the removal of deleterious environmental stresses. 
and with the application of a complete therapeutic 
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program; many of these can be returned to the com- 
munity if there is a place to which they may go. 

4. The residue of elderly patients who manifest slowly 
progressive deterioration and who enjoy the complete 
program of a well-constituted hospital, but require the 
protective custody and care of an institution for the 
remainder of their lives. 


To the above add the patients who have grown old in the 
institution—those in the psychiatric, general medical, and 
neurologic diagnostic categories. Old schizophrenias, char- 
acter disorders, disabling neuroses and mental defects are 
found in this group. Often the long-standing psychiatric 
disorder has leveled out at a plateau of institutional adjust- 
ment and has become complicated by senile and arterio- 
sclerotic organic conditions that further alter behavior. 


Common Problems 

All aged patients, despite their different diagnoses, share 
certain common needs and problems. A huge proportion of 
them have suffered similar sequences of psychologic events 
in late maturity. Sociodynamic factors of isolation, discard, 
setting-aside and neglect have been experienced as social 
rejection. These individuals already have a combination of 
biologic decrements and physiologic alterations. A consider- 
able proportion of the latter are disease factors that represent 
the culmination of chronicity. When to the foregoing are 
added the mass of social deprivations and personal unap- 
peased hungers, it is not surprising that the aged develop a 
sense of lost self-confidence, diminished feelings of useful- 
ness, loneliness, lowered self-esteem, reduced enjoyment of 
living, and intensified feelings of insecurity. 

The latter group of tormenting sensations may constitute 
a transitional stage, and disturbances may not progress be- 
yond this level. However, a group of profound psychologic 
factors is commonly found in older people who do develop 
mental problems. These are deep neurotic forces, present 
since earliest childhood and infancy, which tend to exacer- 
bate the indispositions of aging. The commonest aniong these 
are: 


1. Narcissistically-oriented personalities with strong mas- 
ochistic strivings which show up as exaggerated sensi- 
tivity, a ready tendency toward feeling hurt. insulted 
and outraged, and deep feelings of inadequacy and 
inferiority. 

2. Lifelong ambivalent attitudes of unconscious hostility 
toward elders, based on unresolved neurotic conflicts. 

3. An incapacity to identify with the parental image 
owing to perpetuated feelings of adolescent rebellion. 
with a chronic inability to assume any but a pseudo- 
parental role with a puerile undercurrent. 

4. Exaggerated defensiveness with extraordinary degrees 
of denial, repression, reaction-formation, and projec- 
tion. 


For individuals thus afflicted aging presents special tribu- 
lations. The absence of sufficient narcissistic supplies creates 
a sense of emptiness and lonesomeness. The aging individual 
with chronic hostility against his elders and with a mas- 
ochistic orientation tends to turn the feelings of elder- 
rejection against himself. The immutable incapacity to 
identify with the parental image promotes chronic antagon- 
ism toward the process of aging as well as toward younger 


8 





generations, which are therefore denied mature and respon- 
sible supervision. Through all of these processes the oldster’s 
efforts to overcome anxiety and self-rejection are accom. 
panied by intensified defense mechanisms. 


First comes fatigue, bewilderment, perplexity, and waning 
alertness, followed by deepening despair and agitation with 
confusion and progressive memory-impairment. The decrease 
and loss of mental faculties lead to deep intrapsychic panic 
which the patient manages by tightening his defense mecha- 
nisms. As a result the usual picture of the aged patient is one 
of intellectual deterioration with increased defensiveness and 
consequent self-isolation. 

Owing to an unresponsive environment as well as to their 
own fundamentally illusory character, the psychic defenses 
tend to lose some effectiveness. This loss, combined with 
biophysiologic decrements, leads to further waning of physi- 
cal resistances, and progressive organic deterioration is the 
logical consequence. The last stage of senility is dementia. 


W hat is Being Treated? 


A program for the treatment and rehabilitation of the 
psychotic aged must be oriented to all their needs. These 
needs are threefold—social, physiologic and psychologic— 
and are manifested in behavior and psychical activity. 
Among the psychotic aged, the stages of mental change fol- 
low an almost universally characteristic sequence of events: 


1. Cultural rejection 

2. Self-rejection 

3. Anxiety, panic, and depression 

1. Psychophysiologic exhaustion 

>. Intrapsvchic regression and adaption in depth 

6. Withdrawal of object interest (isolation) 

7. Phenomena of restitution with enhancement of patho- 
logic defensive maneuvers 

8. Autistic and dereistic internalization and preoccupation 


Rationale of Therapy and Rehabilitation 


While the physiologic decrements and true organic dete- 
rioration are largely irreversible, well-motivated workers 
know that the psychologic factors are amenable to appro- 
priate therapy in a well-integrated setting. It is even likely 
that physiologic aging can be halted to some degree as 
mental attitudes are improved. Diagnostic accuracy deter- 
mines the choice of therapeutic approaches. A knowledge of 
the origin of symptoms and a conceptual scheme of etiology 
must function in the background of any treatment system. 
Most of the symptoms commonly seen in aged patients can 
be understood. This applies to confusion, bewilderment and 
perplexity, disturbances in orientation, loneliness and isola- 
tion, faltering of judgment, impairment of memory, mood 
changes, wandering, irritability, restlessness, insomnia, and 
many others. However, it is not the scope of this paper to 
enter into the details of symptom-formation in the emotional 
disturbances of aging. 


Aims and Goals 
The therapy and rehabilitation of the aged may be directed 
to three possible goals: 


(1) To maintain or resume normal living; (2) to leave 
custodial care and re-occupy a place in the family and/or 
community; or (3) to achieve some measure of tranquility 
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and a potential for comfort and gratification within an insti- 
tutional setting. 

Therapeutic and rehabilitative approaches become clear 
when it is realized that treatment is directed at the results 
of the following major problems in the aged: 


|. Physical stresses based on disease processes and bio- 
logic degeneration 

A rejecting external milieu 

A neurotic predisposition 

Isolation and loneliness 

The use of overdetermined, pathologic and attenuated 
psychologic defenses 
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6. Intrapsychic regression and recession 


Each of the stages in the development of psychopathologic 
aging requires its own specific counteractants. In its simplest 
form, however, the therapy and rehabilitation program must 
contain five elements: Environmental Manipulation to re- 
move the oldster from an atmosphere of rejection to one of 
acceptance and to prepare the home and community for his 
return; Activity as the bulwark against the idleness and 
stagnation that lead to regression; Resocialization to combat 
isolation and effect a return of social and personal values: 
Psychotherapy to diminish the urgency of pathologic de- 
fenses and to reactivate wholesome functioning: Generai 
Medical and Somatic Management to promote the mental 
robustness that accompanies physical well-being. 


Environmental Manipulation 

As a general principle, this means removing the elderly 
person from an environment that rejects him to one that 
accepts him. or at the very least, does not reject him. Appro- 
priate measures must be taken to alter a rejecting milieu 
into an accepting one. If home care is to be effective, for 
instance. the members of the patient’s household must be 
indoctrinated in reference to the following: 


1. The stresses of aging 

2. The psychologic needs of late maturity 

3. Common crosscurrents of tension in family life 

4. The meanings of various aspects of behavior by the 

older member 

Necessary precautions against defective judgment and 

for personal safety 

6. The functions of the family physician 

7. The availability of community facilities, social agen- 
cies, and advisory publications 

8. The promise and prognosis of problems of aging 

9. The application of principles of mental hygiene to the 
other family members 


vi 


Even if the patient is to be hospitalized, however, his treat- 
ment really begins at home, before he goes into the hospital. 
Whether it be physician, policeman, public health nurse. 
social worker or friend who first suggests hospitalization. 
that individual should already be talking about the patient's 
eventual return, whether it seems likely or not. Such early 
preparation of the family for the patient’s return prevents 
the family from writing him off, as though he were a success- 
fully and permanently expelled irritant. Thus rehabilitation 
is already considered before treatment is begun. 

Not infrequently it is found that the disturbed oldster is 
treatable in his customary environment, and it may be specif- 
ically indicated to maintain him there. Problems do arise in 


home treatment, of course, because of the elderly person’s 
oft-found unwillingness to recognize his physical or mental 
limitations and because of a fairly common tendency among 
the elderly to tyrannize a household. 


Home management of the aged patient is indispensable 
after hospitalization, of course, if the benefits of institutional 
therapy are to be sustained. Certainly the milder forms of 
senile dementia and arteriosclerotic psychosis should be 
cared for in the home, where the patient's roots are deeply 
embedded. Many elderly patients are more readily cared for 
at home after a sojourn in the hospital. This is partly due to 
the improvement brought about in the institution, and partly 
also to the elderly patient’s fear that any behavioral depar- 
ture from the desirable will be “punished” by another hos- 
pital period. 

The rehabilitation of an older person in the family setting 
demands that attention also be paid to the emotional welfare 
of the rest of the family. Those of the next generation are 
often in their own involutional period and are probably 
negotiating the threatening philosophical ambiguities of 
middle age. Thus preventive mental health measures should 
be applied to the offspring, whose anger and guilt may other- 
wise develop a crop of new psychiatric casualties. 


Atmosphere and Activities 


If, however, the aged patient must be cared for in a mental 
hospital, either temporarily or permanently, it will be found 
that, contrary to public opinion, excellent care can be pro- 
vided. This depends upon the provision of a high order of 
elder-acceptance, through careful indoctrination of all staff 
people. They must also have learned to provide a relaxed 
therapeutic atmosphere in which “over-mothering” or “ex- 
cessive nursing” are avoided. Then with appropriate archi- 
tecture and furnishings, and a complete program, satisfac- 
tory results can be obtained. 

Briefly it may be said that activities are of two types— 
passive and active. The passive activities are of the enter- 
tainment variety and are psychiatrically useful because they 
enable the elderly onlookers to identify with the performers 
and to enhance their self-images through fantasy participa- 
tion and narcissistic object-choice. 

The active enterprises* are the recreational pursuits which 
realistically improve the self-image through refreshing mus- 
cular and bodily motion, and self-expression. Many patients 
benefit markedly from their spontaneous assumption of re- 
sponsibility for the personal care of other more feeble old 
people. Some discharged elderly patients succeed as volun- 
teers and “friendly visitors” and perform excellent service 
for institutionalized oldsters. 

Many older people, unfortunately, reject craft and hobby 
activities which have not previously been among their 
interests. Such patients challenge the ingenuity of the most 
skilled therapists. Where productive activities are not ac- 
cepted or are impossible. interpersonal relationships must be 
fostered. 

On the whole, experience with activity programs for the 
aged reveals that the traditionally pessimistic attitude is not 
warranted. In the majority of instances the failure of such 
programs is due to lack of perseverance on the part of thera- 
pists. 





*See pages 16-19 for additional articles. 








Resocialization 


There is a tendency to look upon addled old age as second 
childhood, and to overlook the fact that the troubled oldster’s 
ego has descended from a stronger state of which relics. 
vestiges and rudiments still exist. When the older patient 
becomes socially isolated and withdrawn, his retreat is from 
that very society in which he was long an integral and par- 
ticipating member. 

Despite the personality conflicts and distortions, despite 
the backward steps he has taken, and despite the reduction 
and loss of faculties he has suffered, the aged person’s ego 
nevertheless still possesses islands of integrated thought and 
memory, areas of cultural, esthetic and responsible values, 
and an aura of recent maturity. 

Opportunities for relationships with other people rekindle 
old value systems and help in habit retraining. A feeling of 
belonging and a sense of group and social orientation may 
return through group activity. Ordinarily, older. regressed 
patients are very reluctant at the outset to join any group. 
They may even balk at group dining and religious services. 
Friendly coercion and genial persuasion on the part of per- 
severing supervisors will usually overcome such resistances 
and bring about devoted participation. 

Wherever possible all activities, even psychotherapy. 
should be developed for group participation. Entertainment 
occupational and therapy groups are instrumental in de- 
veloping esprit, thus serving as the mainstay of a total pro- 
gram. Well-trained and indoctrinated community volun- 
teers can be very helpful in organizing and maintaining 
some groups, such as Golden Age Clubs, shopping and sight- 
seeing tours, and picnic and party functions. 

In the home care of the aged, resocialization is difficult to 
implement. Day-care centers, clubs, lounges, and health and 
recreation centers may be utilized. Such facilities today are 
in short supply, but are increasing in number. Well-consti- 
tuted retirement clubs and hotels are particularly valuable in 
effecting group living for older people. 


Psychotherapy 

To assure good results it is essential to meet the needs of 
elderly patients with specific supplies. These may be offered 
on an individual basis or in a group setting. Both methods 
have advantages. Group treatment for the aged is particu. 
larly efficacious because it offers simultaneously counteract- 
ants for neurotic and psychotic symptoms, improved social 
status, betterment of family relations, a mode of liberating 
emotional energy. and channels for sublimation. All this is 
reflected in increments of physiologic well-being. Parodoxi- 
cally, while accomplishing such a multitude of benefits, group 
therapy presents a high order of specificity in each area of 
need among the aged. 

Since the development of deep insight or character altera- 
tion may be unwise. difficult, or impossible with most aged 
psychotics, the more realistic goals of psychotherapy are: 


1. The re-repression or compartmentalization of dereistic 
fantasy systems 

2. An appeal to adult capacities for love and affection 

3. The restimulation of reflective judgment 

1. The reanimation of intellect, curiosity and interest 

5. The exercise of the reasoning and logical aspects of 

the mental apparatus 

The reconstruction of memories and memury-sets 





The therapist’s own interest. perseverance and enthusiasm 
may often bring about astonishingly good results. For those 
aged patients in whom the reversal of symptom complexes 
is no longer possible, the indulgence and symbolic suckling 
by personnel of sanguine temperament create a measure of 
tranquility and lead at least to institutional acclimatization. 

The objectives of therapy must be adjusted to each 
patient’s potential. The capacity of older people to respond 
to good treatment regimens is remarkably greater than is 
generally believed. The aged, like anyone else, possess factors 
for healing and recovery. No less than other patients. they 
deserve therapies to augment their native endowments. 


General Medical and Somatic Management 


It would be presumptuous to expatiate upon the applica- 
tion of the best principles of medical practice to the elderly, 
but certain items, though outstanding, are sometimes over- 
looked. 

Many elderly patients suffer from a combination of dietary 
insufficiency and inactivity. Attention to nutrition and ap.- 
propriate supplementation offers a good degree of success 
in promoting physical and mental robustness. Many dis. 
turbed aged improve so quickly in the hospital that one gains 
the impression that in addition to good nursing and a non- 
traumatic environment. the major therapeutic factor is the 
improved dietary intake. 

Numerous hospitals are discovering that in spite of the 
added risk, electroconvulsive therapy offers immense useful- 
ness in treating the depressions and psychoses of late age. 
With extra precautions, untoward reactions are reduced to a 
minimum. The results are most rewarding. 

The newer tranquilizers and “psychic energizers” are 
valuable in managing periods of disturbance and stimulating 
mental activity in older patients. Some of these drugs may 
promote an increase in oxygenation of the brain through 
direct and indirect physiologic mechanisms. The rationale 
for the use of such substances is based on research findings 
suggesting that cerebral ischemia may play a part in the 
development of some behavior alterations in great age. 


General Medical and Surgical Care 


The correction of physiologic ailments promotes mental 
well-being. Good management and control of diabetes. car- 
diac disease, or passive congestion, for instance, often lead 
to improvement of the psychiatric symptoms. Minor surgery 
and the detection and removal of tumors are well-tolerated 
and improve the patient’s outlook. A simple. complete 
physical examination is often effective in fostering a good 
relationship between the physician and his elderly charge. 

In no case should merely “giving a pill” be regarded as 
treatment. Response is obtained from the human relation- 
ship that is developed between treater and treated. True 
rehabilitation is effected only when it is realized that every 
measure that succeeds in overcoming emotional disturbance 
releases a mass of energy that must be put to work. When 
treating the whole person, give him a whole program. The 
results are well worth the effort: there are no more grateful 
and adoring patients than the aged whose lives otherwise are 
characterized by social hunger and emotional starvation. 
The promise of therapy and rehabilitation with the elderly is 
in direct ratio to the interest and dedication of the therapist. 
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NEW PROJECTIVE TEST OFFERS THREE DIMENSIONS 


From the gnarled, twisted roots of cypress trees, Dr. 
Edward F. Kerman, of Baltimore, has devised a new method 
of testing to be used by psychiatrists and psychologists. 

The Kerman Cypress Knee Projective Technique, or KCK 
as it is known, is an elaboration of the two-dimensional ink- 
blot test. Dr. Kerman has chosen as his media six carefully 
selected cypress knees, from which rubber replicas have 
been made. (Cypress knees are outgrowths which form on 
the roots of the trees, and are used by many people as home 
decorations. ) 

Dr. Kerman feels that because of their three-dimensional 
shape. the knees not only allow viewing from different 
perspectives. but also employ the use of the sense of touch, 
and can thus serve as a method for testing blind people. 
Each of the knees has been assigned a number, which can be 
used in reference to test answers (they are numbered one 
through six from left to right as seen in the picture). 

The KCK offers three testing situations. The first is object 
choice, in which the subject designates his preferences and 
then states his reasons for these selections. In the second 
situation, projective images, the subject tells what he sees 
in the objects and then titles each. Finally, the person is 
asked to tell a story using as characters those images he has 
already perceived in the objects. The subject is then to as- 
sign the role of the father, mother, and child to the objects, 
and tell another story. 


Dr. Kerman has used his KCK Test for both sighted and 


Breaking The Desk Barrier 


I HOSPITAL PRACTICE, the traditional position of the 
patient is in a chair beside the doctor’s desk. Some- 
times it’s only a table—but it serves as a desk. 

If the patient can’t walk, the wheelchair is placed along- 
side the desk. But nearly always, there is a desk, or desk- 
equivalent between patient and physician. 





blind subjects, and his findings have been published in 
Volumes 31 and 32 of the PsycHiaTRic QUARTERLY and 
Volume 23 of the JouRNAL OF PROJECTIVE TECHNIQUES. 
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Because of their tangled forms and profuse irregularities, 
cypress knees may be suggestive of almost any real or imagi- 
native creation. Dr. Kerman believes this test can save time 
in both administration and interpretation, and can be used 
without specialized training with ward patients or in private 
practice. 


By DR. WHATSISNAME 


This is understandable. The psychiatric examination is 
thought of as an “interview”’—a word which suggests the 
bureaucratic structure of a counter, wicket or desk between 
the official and the victim. Then too, the chair beside the 
desk is the standard place for the supplicant, the job-seeker. 
the canvasser, the detail man, and the subordinate. The little 
schoolboy facing the principal, the errant seaman facing 
his captain, the employee who is on the carpet, are all 
separated from Authority by the width and mass of a desk. 
In a world where paper-work has become more important 
than people-work, the desk is the symbol of importance. 
The humble attendant passes patients from ward to ward. 
He is controlled by the doctor who exercises this authority 
by passing papers from one desk-tray (the IN-basket) to 
another (the OUT-basket). 

If we mean what we say about a warm, fluid, friendly 
interview, then let us begin by breaking down the desk 
barrier. Let the chairs be seated as if in a living room or 
library; as if at a fireside. The doctor can listen, the patient 
can talk. The magic cord between them is strung so much 
more easily when their chairs are in this friendly posture. 
By a “living room” arraugement. we can communicate, 
without words, the sentiment that “we share an experience 
together.” Let the doctor go to his desk later. But when 
listening to the patient, let us remove this barrier of bu- 
reaucracy, this reminder of a status difference, this impene- 
trable wooden curtain between doctor and patient. 
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The General Practitioner and the Aging Patient 


By JOHN A. KOLTES, M.D. 
ROBERT A. MATTHEWS, M.D. 
GERALD R. CLARK, M.D. 
Jefferson Medical College 
Philadelphia, Pennsylvania 


UCH ATTENTION and thought have been given in 

M recent years to the role that general practitioners 
can play in the management and treatment of the aging 
psychiatric patient. Patients with symptoms of mental 
deterioration often require a great deal of management, 
since the condition has not only widespread physical and 
psychological implications but also serious effects on the 
family. The growing need for staff to meet this problem has 
become a source of considerable concern. 

All state hospitals have been obliged over the years to 
accept patients with senile conditions of various types. It 
is difficult to find psychiatrists who will work full time 
with the aged, yet the hospital must accept the patient be- 
cause there is no other place for him to go. . 

One important source of medical care for the aged psy- 
chiatric patient is the general practitioner. He is in an 
excellent position to offer the patient opportunities for re- 
covery and hence reduce the tremendous load of aged 
patients on the state hospital. The purpose of this paper 
is to describe the role that the general practitioner can play 
in assisting the mental hospital with the care and treatment 
of the aged patient. 


Community G.P.’s Attend Hospital Staff Meetings 


The mental hospital can develop a close liaison with the 
general practitioners in the community and invite them to 
participate in a therapeutic role in the treatment of the 
senile. At one state hospital, for example, the general prac- 
titioner is invited to attend the staff meeting at which his 
patient is presented. He is also notified of the discharge 
and sent an abstract of hospital findings with recommenda- 
tions. Another state hospital has developed close liaison 
between the general practitioner and the hospital staff, and 
feels that this has appreciably reduced readmissions. We 
feel that the general practitioner is in many ways well 
equipped to manage the senile patient, and that he should 
be invited to participate in his total care. 

As a way of enticing the general practitioner into the 
state hospital the staff can offer seminars taken for credit 
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in the American Academy of General Practice. Such courses 
enhance the academic atmosphere of the hospital, stimulate 
intellectual interest and curiosity, and promote the confi- 
dence of the general practitioner in the state hospital 
program. 


Geriatric Service Open to Family Physician 


The next suggestion is to establish a geriatric service in 
the state hospital where the general practitioner can play an 
active role in the treatment and care of the patients whom 
he refers. He should be able to admit the patient at his 
discretion, participate in the therapeutic program, prescribe 
medication, deal with the family and effect discharge. Such 
a program would be administered by a hospital psychi- 
atrist. In many instances the general practitioner might 
not wish to treat the patient, or in other cases the patient 
would not be well enough to return to the community. But 
in those cases where the patient is suffering from only a 
transient disturbance, as in the cyclic episodes of the 
arteriosclerotic, it is suggested that the general practitioner 
have the authority to treat the patient in the hospital. 

Several hospitals have found it helpful to employ full- or 
part-time general practitioners in their geriatric units. In a 
certain state hospital a young general practitioner just 
starting practice was employed on a full-time basis with 
permission to engage also in private practice in general 
medicine. Other hospitals have employed similar physicians 
or more experienced ones for the purpose of running such 
units. Very frequently a unit of this sort can be divided 
into two groups, one providing custodial care and the other 
providing acute intensive care. 

The third suggestion is to encourage short-term stay 
without legal commitment. In some states at the present 
time there is nothing in the mental health law precluding 
non-statutory commitment. For the past few years a Royal 
Commission has been studying commitment procedures 
in England and has recommended sweeping changes, particu- 
larly abolition of commitment except when the patient re- 
fuses hospitalization and needs protective custody. 
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Admission without commitment offers great advantage 
to the patient, to the physician, to the family, and to the 
hospital, by facilitating admission, treatment, and discharge 
of senile patients who need medical care. In many cases 
commitment is unnecessary and only complicates their 
management; it often tends to delay admission until there 
is sufficient deterioration to warrant commitment. By this 
time. the patient is often so sick that prolonged or indefinite 
hospitalization is necessary. If the general practitioner in 
the community could admit his patient to the hospital 
quickly, get him treated and get him out, it would offer the 
advantage of early return to the community without requir- 
ing facilities for continued care. 

The next principle is to promote a program of liaison 
between the hospital and the family under the direction 
of the general practitioner rather than of the hospital. In 
this instance the general practitioner is able to function as 
doctor, family counselor, and social worker all in one. For 
the hospital to do this, two or three individuals must be 
employed for these roles, increasing administrative expense. 
and often complicating rather than streamlining the picture. 


Community Can Provide Modified Hospital Care 


In conjunction with the promotion of activities for the 
senile patient and incorporation of the general practitioner 
into the hospital program, the establishment of a day- 
hospital and night-hospital could be particularly effective 
in dealing with certain types of seniles. It is known that 
many patients in communities served by the state hospitals 
require modified but not continued hospital care. This 
would include those patients who are not well enough to 
join a Golden Age group or who cannot be managed at 
home full time. They can be maintained at home during 
the night with the help of sedation but are either too con- 
fused or too disturbed to function at home full time. Any 
attempt to keep them active in the community is worthwhile. 
The day-hospital can offer an excellent program. The patient 
spends the daytime at the hospital and participates in a 
program of occupational therapy and group activity under 
medical supervision. The day-hospital relieves the family 
of the responsibility for full-time supervision, and in some 
instances permits family members to be employed. 

A similar facility is the night-hospital, equally suitable 
for the care of certain types of senile patients. especially 
for the wandering, restless senile who has reversal of sleep 
habits and whose condition is such that he constantly dis- 
turbs the family or the community. Such a patient could 
be admitted to the hospital nightly without commitment. 

For many years the state hospital has lived in isolation, 
often far removed from the main stream of community 
and medical activity. Much of this, of course, is due to 
this country’s tradition of custodial care. The two largest 
groups of patients who require custodial care are the 
deteriorated schizophrenics and the deteriorated seniles. 
The state hospital is faced with the necessity of taking care 
of greater numbers of senile patients who are living longer 
than ever before. Today’s mental hospital, however, does 
not need to remain in social and medical isolation but can 
invite the general practitioners in its area to participate 
in the care and treatment of its senile patients and institute 
a program of active, optimistic, realistic management of 
patients suffering from diseases of the senium. 
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Because the general practitioner so often knows the family, 
he does not have to take the time to learn the domestic 
situation, but can deal directly with the relatives’ reactions 
to the patient’s illness. He can help the family accept the 
illness, and prepare them to accept the patient on his return 
from the hospital, as well as being able to interpret the 
hospital’s aims to the general community. 

There are instances when the general practitioner identi- 
fies with the family and does his best to “unload” the patient 
to a state hospital. He may be facing a difficult problem. 
The family is harassing him to deal with a patient they 
can no longer handle, are not interested in, or are in some 
way upset by. He may have been using multiple tranquiliz- 
ing drugs in inadequate quantities, and these low dosages 
have not led to any improvement. The hospital might 
establish a community screening center for seniles to pro- 
vide the family doctor with a consultation service. If 
hospitalization is not necessary, the clinic can provide 
recommendations on medical management. drug dosage. or 
other possible therapies. It would also provide the physician 
with needed support in dealing with the family. Finally, 
family, patient, and doctor would be aware that additional 
resources are available if further help or hospitalization 
should be necessary. Naturally the clinic would do its best 
to keep the patient out of the hospital, and to recommend 
admission only when all other measures had failed. Some 
state hospitals have set up follow-up clinics for all patients 
discharged from the hospital. These provide continued 
care and also serve the family physician by offering 
consultation. 


= 


‘ 
Covering up the “Cooties” 


Members of the Military Order of Cooties watch closely 
as Nurse Elizabeth Forncrock of Anoka State Hospital, 
Minnesota, wraps up her instructions on the proper meth- 
od of putting on caps, gowns and masks. The hospital re- 
cently began a volunteer program in its Tuberculosis Unit 
and this group of men from the suburban Minneapolis 
area comes in once a month to work in the recreation 
department. Each member was required to have an X-ray 
and a Mantoux test as well as instructions in scrubbing 
up and other protective techniques before he could work 
in the tuberculosis area. 
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The field of psychiatry has come a 
long way since crude devices such as 
the “crib,” but it is only in the past 
few years that many fundamental 
changes have been made in manage- 
ment and medication. 


Notable among new therapeutic 
agents is Pacatal. Unlike earlier 
phenothiazine compounds, Pacatal 
normalizes the thinking processes 
of the disturbed patient, yet leaves 
him alert. Rather than just afford- 
ing symptomatic improvement, as 
is the case with many sedatives and 
tranquilizers, Pacatal profoundly 
influences the nature and direction- 
of-flow of the patient's affect, so 
that he becomes more accessible and 
cooperative. 


a significant contribution to psychiatric progress 
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N JanuARY 1961, when the first White House Conference 

I on Aging will be held, organized psychiatry will face 
one of its greatest challenges. Unless we can formulate, 
clearly and constructively, the role of psychiatry in relation 
to our aging population during the next few decades, we 
shall have failed to assume our proper responsibility. 

From my summer circle tour of mental hospitals in the 
U.S., it is apparent to me that our public hospitals are over- 
loaded with so-called chronic geriatric patients, all too often 
sent there to relieve the family of a burden during the few 
years which will intervene until death. A study being done 
by the A.P.A. statistician, in cooperation with the A.P.A. 
Committee on Aging, will reveal facts and figures about the 
overcrowding. From a special section of the study will come 
also some expert opinions as to possible alternatives to hos- 
pitalization—i.e. nursing home care, community activity 
programs, and general medical management. 

Already, over a year before the White House Conference. 
the A.P.A. is being asked to serve with various committees 
and conferences concerned with the health problems of the 
aging population. Your medical director is to be a consult- 
ant on the White House Committee on Health and Medical 
Care of the Aged; committee members include Ewald Busse. 
M.D.. chairman of the A.P.A. Committee on Aging, and 
Hayden Donahue, M.D., of Arkansas. The Council of State 
Governments has loaned Mr. Sidney Spector to work for 
a year on the Senate Subcommittee on Aging, whose func- 
tion it is to submit a report to the Senate next January, 
which may serve as the basis for legislation in the field. 
The A.P.A. Committee on Aging is planning a small, work- 
ing conference, so that certain clinical factors, some long 
known and others more recently isolated may be formulated 
for the benefit of all concerned. 

Amid all this high-power activity, our own program for 
the Eleventh Mental Hospital Institute (October 19-22, Hotel 
Statler-Hilton, Buffalo, N.Y.) is a vital factor. It may 
indeed enable the practical experience and problems of 
mental hospital people to be woven into the more theoretical 
concepts, so that psychiatry’s final formulation will be con- 
cerned with practical, financial, and administrative problems 
as well as with clinical considerations. 


To make this experience available, therefore. the Feb- 
ruary 1960 issue of Mentat Hosprrats will differ in 
important respects from issues of previous years, which 
have reported our Institutes. Instead of being a “pro- 
ceedings” or even a “substantive account of the discussions” 
of the Institute, the February 1960 issue will contain actual 
staff-written reports of the various aspects of the topic 
covered by all groups. Thus at a glance, interested people 
will be able to find such articles as “The Financial Aspects 
of Psychiatric Care”; “The Treatment and Disposition of 
the Aged Transient Psychotic”; “Staff Needs and Training 
Programs”; “Special Facilities and Their Stafing”—and so 
on. 

For this reason, I urge you all to do as much background 
reading and thinking and discussing as you can before the 
Institute begins. One hundred of you will be assigned to 
work together in discussion groups of eight or ten people— 
and we expect you to come up with some substantial sug- 
gestions. We are deliberately “seeding” some clinical and 
administrative sophisticates into the various small groups, 
not as discussion leaders but as resource people. Background 
material, drawn from various sources, will be available to 
stimulate ideas and discussion. And most certainly we shall 
expect our main group of about 350 people, none of whom 
is noted for his diffidence or inability to speak on his feet. 
to produce ideas, suggestions, controversies, and fruitful 
material. 

All will be woven together in the final account of the 
Institute. and this special issue will then be available to 
everybody who is interested or concerned with the problem. 
The February issue of MENTAL HospitaLs may well turn out 
to be a “source document” for groups and agencies con- 
cerned with the aging population for several years to come. 


It’s up to all of us. Be prepared—and speak up. 


Morale, WD, 











ACTIVATING THE AGED 


Geriatric Patients Develop Their Own O. T. Area 


By CLARA M. LEAVITT 
Occupational Therapy Department 
Veterans Administration Center 


Waco, Texas 


HE PHYSICAL AND MENTAL limitations peculiar to aging 
si severe restrictions on an occupational therapy 
department which is trying to develop a successful geriatrics 
program. However, thorough planning and careful analysis 
of patient needs can produce worthwhile and rewarding re- 
sults. At this hospital we recently set up a geriatrics program 
which we believe to be a good illustration of what can be 
accomplished. 

Most of the 50 patients in our program are World War I 
veterans who need close supervision, understanding, and a 
great deal of encouragement. They are difficult to motivate 
and a good many have physical impairments. Some are 
withdrawn and antisocial and very few have close family 
ties. To stimulate normal interests and relationships, these 
individuals need to work with others and to experience the 
feeling of belonging. They also need to develop feelings of 
accomplishment and _ usefulness. 


Group Activity Works Best 


We began our program with the idea that activities for 
these patients should allow for the release of tensions, ex- 
pression of hostilities, and restoration of work habits, within 
the limits of their capabilities. Group activity seems to fur- 
nish the best method for accomplishing this and for en- 
couraging their social readjustment. It has the further ad- 
vantage of being a stimulus to activity and a deterrent to 
self-preoccupation. 

A location for a meaningful group project was found in a 
fenced area on the grounds. It consists of a concrete court 
next to the ward building and a grassy plot with several trees 
beyond. The area affords plenty of fresh air and sunshine 
but the only facilities when we started the program were a 
few park benches scattered about. Since the grounds needed 
beautifying to provide the pleasant setting we wanted, and 
we needed productive activity for the patients, we decided 
to plant flower beds, construct comfortable lawn furniture, 
and repaint the old benches, as part of our program. At the 
same time we considered games that the men might enjoy 
in such a group setting. 

Planning for the project required the coordinated ideas 
of a treatment team. Recreation and corrective therapy staff 
members, as well as ward personnel, responded to the need 
for help in setting up the plan. Patients were also urged to 
take part in it because it was believed that this therapeutic 
pursuit would afford an unlimited number of projects. Best 
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of all, the participating patients could see the results of their 
labors and understand they were doing something to make 
others as well as themselves happier and more comfortable. 

Our preliminary plans fell roughly into three categories: 

1. GARDENING: cultivating flower beds, planting seeds, 
planting vines and climbers to run on the fence, and trim- 
ming cedars. 

2. Construction: fabricating chairs, tables, benches, 
arbors, and swings, building a picket fence for the flower 
bed, refinishing old benches, and making a weather vane, a 
bird bath, bird houses and feeders. 

3. GAMES: putting up a volleyball net, sewing cloth ten- 
pins, fabricating toss and horseshoe games, and making a 
putting green. 

Such a variety of activities took care of the needs and 
abilities of all types of patients. The number of procedural 
steps in each activity allowed for elevation to a higher level 
of work as soon as a man’s awareness, coordination, interest 
span, and work tolerance indicated that he was ready. Most 
important, many of the activities called for several patients 
working together, which encouraged group interaction. 

The gardening activity was begun early in the spring 
when seeds were planted indoors in a box, to be transplanted 
later. It was surprising how interested these men became 
in watching the plants come up and grow. When the weather 
became warm enough, selected patients under the direction 
of personnel helped plant seeds outside while others watched. 
Although these men lacked the strength to do heavy work, 
they were able to take over the flower beds after they were 
prepared for seeding. When the plants came up, some 
patients were assigned to weed and cultivate the beds and 
others to keep them watered. 


Labor Geared to Patients’ Abilities and Needs 


Under the category of construction, an unlimited amount 
of work was available which could be suited to the patients’ 
abilities and physical strength as well as to their needs and 
interests. Activities ranged from simple sanding and scrap- 
ing to painting, hammering, marking, drilling, sawing, and 
assembling. Sanding was often found ideal for the patient 
who had poor vision, poor coordination, and lacked physical 
strength and the ability to concentrate. Scraping called for 
more vigorous work, and painting required patients with 
good vision and coordination. Hammering was done by 
men with good concentration and often by those who needed 
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to rid themselves of hostilities. Marking, drilling, sawing 
and assembling were processes which challenged the patients 
capable of high-level work. 

Comfortable and colorful chairs, tables, and swings made 
in the clinic have added much to the pleasure of all the 
patients. Privileged patients from other buildings now come 
to enjoy this area while it is not being used by occupants 
of this building. In order to attract birds, some bird houses 
have been built, and bird baths and feeders are in the 
making. Keeping the bird bath cleaned and filled will be a 
fine responsibility for two or more men, and keeping grain 
in the feeders will be a task for others. 

The construction of appropriate games not only afforded 
further productive activities but aroused interest and im. 
proved ambulation and socialization for those who later 
participated in their use. Constructing the games called for 
a more passive type of activity than the building projects. 
For instance, tying a volleyball net was a quiet, repetitious 
type of work which proved good for a patient with poor 
memory. Once he mastered the steps, he gained confidence 
in himself and derived pleasure from his work. 

A member of the corrective therapy staff drew plans for 
a light-weight tenpin board. It was built by the patients 
in such a manner that it could easily be moved around and 
the pins set up quickly. The tenpins fabricated from old 


blankets and stuffed with cotton afforded a quiet project 
of an assembly-line nature where several patients could work 
together. Marking and cutting the cloth and sewing it on 
the machine called for concentration and coordination 
Pulling the cotton from an old mattress for stuffing was a 
very simple task which could be done by the blind. One 
patient enjoyed doing this so much that he chuckled while he 
worked. Stuffing the tenpins was done by the most incapaci- 
tated. 

Developing this outside area has proved a most worth- 
while project. Of course difficulties have been encountered 
and many things are yet to be accomplished, but ideas for 
further development seem limitless. More comfortable fur- 
niture and more games are particularly needed and will be 
constructed as opportunity permits. 

It has been about a year since this program was initiated 
but in reviewing the outcome we feel that it has been highly 
beneficial in the treatment of our geriatric patients. Through 
the use of constructive work, competition in games, and the 
satisfaction of doing something useful, these elderly men are 
forming new patterns of behavior and learning to deal 
constructively with their impulses as they relate to them- 
selves and to others. We believe these activities are helping 
us to reach the goal of restoring our patients to a less 
dependent role and motivating them to enjoy life. 


Bowling for the Geriatric Patient 
ne 


By JOSEPH T. SALERNO 
Assistant Chief, Recreation Section 
VA Hospital, Lyons, New Jersey 


N MENTAL HOSPITALS TODAY, where geriatric patients 
| usually outnumbered in a total patient grouping that 
includes many younger and more enthusiastic individuals, 
the emphasis of a recreation program often centers around 
these younger patients. Obviously this results in a lack of 
suitable activities for older people. Unless such special 
activities are developed, the problem is certain to become 
more acute if the percentage of geriatric patients in hospitals 
continues to rise. 

In an effort to remedy this situation at our hospital, a 
decision was made last fall to begin a pilot activity program 
designed specifically to see what could be done for older 
patients. After its completion we realized that, although 
the combination of advanced age, failing health, mental dis- 
turbance, and physical disability does constitute a formid- 
able barrier to organized activity, this barrier is not an 
insurmountable one. 


Physical Handicaps Complicate Planning 


The initial group of participants selected for the project 
came from a ward of neuropsychiatric post-hemiplegic, and 
other infirm patients. The majority of them were either 
confined to wheelchairs or needed canes to walk. Among 
these patients were a double amputee, and a post-lobotomy 
case. The activity selected was bowling. which could be 


easily and readily adapted to such stringent limitations. 

The first step was to formulate our primary objectives— 
to resocialize and mentally stimulate the patients, and to 
adapt the game of bowling in such a way as to enable them 
to actively participate, with due consideration for their 
advanced age and physical disabilities. 

Step two was to acquire the necessary medical clearance. 
The program was approved by the director of professional 
services and endorsed highly by the ward physician who then 
referred selected patients to the activity. 

Step three required the adaptation of the bowling facility 
to accommodate wheelchair patients. This was fairly easy 
to accomplish. The scoring tables and benches were moved 
farther back from the approaches to provide the space 
needed by wheelchairs, and a ramp, wide enough for a 
wheelchair to negotiate, was constructed from the floor to 
the alley approaches. In addition, very lightweight bowling 
balls were obtained. 

The fourth step involved organizing the personnel to 
conduct the sessions, which were scheduled for a full after- 
noon once weekly throughout the fall and winter. A sports 
leader, fully familiar with bowling and well known to the 
patients, was assigned to operate the activity; a group from 
the American Women’s Voluntary Services offered to assist 
him. 
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In the beginning the patients themselves were very skep- 
tical of the entire venture and had to be continually encour- 
aged and motivated. To facilitate this, group instruction was 
omitted and at the very first session the patients were placed 
on teams which included volunteer members. The volunteer 
team-members then gave individual instruction and assisted 
with placing and moving their wheelchair teammates. Teams 
were changed at each session in order to keep the competi- 
tive aspects minimized. 


Limiting Factors Overcome 


During the early months of the program, the adaptation 
of the game required many changes. Several wheelchair 
patients had to sit on additional cushions in order to clear 
the side rail when bowling. The double amputee had a 
balance problem and in order to participate safely had to 
be firmly secured in his chair. A few ambulant patients, too 
feeble to throw the bowling ball with one hand, were taught 
to swing the ball from between their legs, similar to the 
underhanded method of goal-shooting in basketball. Patients 
who used a cane took a three-point triangle stance with the 
cane slightly to the left of center for better throwing balance 
when using their right hand. 

Naturally, no approach run was used. All patients threw 
from a stop position at the foul line. Depending on the 
shot to be thrown, a wheelchair or ambulant player was 
placed at the far right or left side of the alley. Wheelchairs 
were braked and one or two volunteers held them firmly in 





place. Participants did not change alleys each frame as is 
customary, but remained on the same alley throughout the 
game. 

It is apparent that the program required a great deal of 
effort by the sports leader and the volunteers but as it 
continued and the patients’ skills began to improve. the 
satisfaction of accomplishment was well worth it. Several 
withdrawn and depressed patients appeared to be consider. 
ably improved and became interested in their surroundings 
again. They had found a source of fun in sociable compe- 
tition and keenly anticipated each session at the bowling 
alleys. Their improvement soon became apparent to ward 
physicians and nurses who began to refer more patients 
to the project. 

The finale of the pilot program was a tournament among 
the patients in which the American Women’s Voluntary 
Services provided regular bowling trophies to the winners 
and miniature loving cups to all the participants. The win- 
ner was an infirm ambulant geriatric. but the runner-up and 
receiver of a prized trophy was the double amputee in the 
wheelchair! None of the scores exceeded the 130’s but the 
fun and pleasure couldn't have been greater if the scores 
had been perfect. 

Patient bowling has become one of the highlights of the 
fall and winter sports schedule. And, as a direct result of 
this successful first effort, several additional activities 
adapted for geriatric patients have been included in the 
spring and summer schedules. 


Art Therapy As Creative Activity 


By FRED E. WILLIAMSON 
Art Therapist, Geriatric Section 
Osawatomie State Hospital, Kansas 


pepe ATING AGING PATIENTS toward a greater interest 
in productive living is a constant challenge to the 
art therapist. Older people for the most part have had little 
if any introduction or instruction in pictorial art production 
and are initially inclined to resent being asked to work in 
what they consider a childish and time-wasting activity. It 
has been interesting to meet this challenge by applying my 
seven years of teaching experience in art, which included all 
age groups from kindergarten through college and adult 
educatien. 

In some respects geriatric patients are like children. They 
need a great deal of reassurance as to outcome, expectation. 
reasons for producing, and various other explanations before 
they feel secure working in art. However, if the activity is 
forced on them in overzealous attempts to convince them oi 
its creative and emotional benefits, a difficult if not impos- 
sible atmosphere is created. 

A better approach is to emphasize the enrichment that 
creative activity can bring to daily living. For older people. 
this is a combination of exposure to new situations and 
ideas. and the development of a new method of expressing 
themselves. Their inability to communicate with others has 
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to some extent precipitated their hospitalization, and if 
through art therapy they begin to develop some means of 
communication, their lives are noticeably enriched and they 
usually continue to respond very well to the activity. 

The treatment philosophy for geriatric patients at Osa- 
watomie is basically reorientation to living in the world of 
reality, and art is an excellent activity for presenting reality- 
structured situations to these patients. Our “studio” con- 
sists of a special room with four easels and storage space 
for art work and supplies. Because of the size of the room, 
the treatment ratio is four patients to one therapist. which 
offers an excellent atmosphere for resocialization through 
criticism and praise from the art therapist and for each 
other’s work, 


Work Area Establishes Structure 


The simplest structural aspects of art are primarily me- 
chanical or physical. Structure is immediately established 
by the hour assigned for art therapy. It is further prescribed 
by the size of the given area on which to create. For exam- 
ple, the structural limitations of a 9 x 12 piece of paper 
are very rigid. The presentation of larger space areas on 
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which to work, emphasizing the expansion and utilization of 
the space more creatively and effectively, allows more struc- 
tural! flexibility. The transition from rigid black and white 
productions to those involving color usage offers the patient 
an opportunity to expand still further. 

Each medium automatically establishes limitations, and 
the more fluid the medium the less structure. For instance, 
more concentration is required with charcoal and pencil 
work than with opaque color because changes and erasures 
can result in smudgy work. Corrections in opaque color 
can be accomplished merely by overpainting. In working 
with transparent water color the creator has several struc- 
tural areas in which to function securely. Water color may 
be almost structureless when used experimentally in a fluid 
state. which is of considerable value in the release of emo- 
tional tensions. It also allows freedom of motor activity. 
When used for subject matter representation, it forces rigid 
structure on the creator, since each brush stroke must be 
made meaningful. For the geriatric patient to work repre- 
sentationally in water color it is necessary that he be able 
to cope with the limitation of the medium. Otherwise. this 
experience may become an emotional setback. 


Geriatric Art Similar to Children’s 


There are very many similarities in the art production 
of a geriatric patient and that of a child. Both exhibit ele- 
ments of spontaneity, freshness of color, abstract pattern, 
and original approaches in representation. Like children’s 
art work, the geriatric patient’s art will be either definite- 
ly visual or definitely non-visual in type. The visually- 
minded patient will concentrate on the work as a whole. 
while the non-visually minded will center his attention on 
specific details which are of emotional interest to him. The 
latter is a form of patient involvement which manifests 
itself particularly in the use of color. For instance, even the 
most visual type of patient whose drawings are precise and 
mechanical can express himself through his selection and 
use of color. Therefore, communication in a therapist-patient 
relationship is more easily established through color projects 
than through black and white. 

The justification for and gains from art therapy are more 
easily recognized in psychoneurotic geriatric patients. The 
following case study is typical of the three groups of these 
patients assigned to art therapy last year. 

The patient, a 67-year-old woman, was admitted to the 
hospital under the diagnosis of psychoneurotic disorder. 
obsessive-compulsive reaction, with phobic and conversion 
features. 

Having been an antique dealer at home, she was assigned 
to art therapy with the hope that she would develop security 
which she could transfer to other treatment areas, since she 
was initially inclined to withdraw from and resent the treat- 
ment program. At the same time the patient was being seen 
regularly for psychotherapy by the section psychiatrist. 

Although the patient was reluctant to attend her first art 
session. it was easily apparent both to her and to the art 
therapist that she was the most promising member of the 
group. This discovery was most beneficial toward re-estab- 
lishing the patient’s self-esteem. It was important to her 
because most of her life she had been so easily manipulated 
by people that she no longer felt capable of contributing to 
society. After the first session she was most receptive and 


offered very little resistance. Her initial project was a plant 
study produced in the rigid, structured charcoal medium. 
It exhibited many of her emotional problems. It was a very 
restrained, tight, precise drawing of a plant surrounded by 
geometric shapes exactingly drawn to represent wallpaper. 
She was well pleased with the drawing and surprised that 
she could repeat the wallpaper pattern so accurately. While 
she was doing the plant study, she completed a pencil draw- 
ing of the main building of the hospital during her leisure 
time. During her first few weeks in art therapy, she was 
polite, but not expansive in her conversation. 

The patient later expressed a desire to do color work and 
decided on a gouache still-life of flowers. The picture was 
given a véry pale treatment even though the flowers were 
brightly colored fall blooms. This was also done in a tight 
style. It was the communication of a person who had led 
a subdued, socially rigid, and confining life. 


Monochromatic Drawing Elicits Response 


After completion of the still-life the patient was asked to 
do a monochromatic scribble-drawing using her favorite 
color, which she had already stated as blue. Her entire home 
was done in blue and white, and most of her clothing was 
blue. This project was most appealing to her and was ap- 
proached with a noticeably different outlook. The scribble- 
drawing itself developed quite a response from the patient. 
She held a lengthy discussion with the other patients and the 
therapist about which area should be a tint-tone or a shade, 
and how interesting the areas appeared. 

This project enabled the patient to wean herself away 
from pastel color. She was continually eager to discuss the 
various hues of blue that were discovered and how, when 
applied, they either enhanced or detracted from what had 
been painted before. 

The fascination of working with a monochromatic palette 
created a desire to do another in her second favorite color, 
red. She stated that red had always appealed to her, but that 
she had always felt it inappropriate and too flamboyant. The 
freedom of expression, exploration of suppressed color tastes, 
increased feeling of self-esteem, and satisfaction in her work 
was now being exhibited in her attitude toward other phases 
of the treatment program. She began occupational therapy 
voluntarily and asked to be assigned to industrial therapy in 
the dietary department. She joined a music-listening group. 
and became much more socially involved with other patients. 


Steady Improvement Results in Release 


From opaque work she went to transparent water color, 
completing quite a variety of compositions. She developed 
a desire to explore techniques, and worked in wet paper 
and ink, dry brush, and other media. With each creative 
experience her verbalization improved. The patient went on 
a number of trial visits and upon returning, exhibited work 
she had done at home. She brought frames from her antique 
shop and displayed her work. 

After four months, the patient was released from the 
hospital with the choice of returning for outpatient therapy. 

When the staff discussed her case, it was agreed that 
through her work in art therapy the patient had been suc- 
cessful in gaining an insight into her emotional problem, 
as well as in becoming sufficiently oriented to lead an 
enriched. productive life. 
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British Hospital Reflects Changing Patterns 


By A. B. MONRO, M.D. 
Physician Superintendent 
Long Grove Hospital 
Epsom, Surrey 

England 
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A three-year nursing course, part 
class-room and part practical ex- 
perience, enables graduates to 
be registered as Mental Nurses. 
A one-year course of practical 
instruction on the wards, ap- 
proved by Britain’s General 
Nursing Council, is also con- 
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Mapother House for “Non-Statutory” male patients. Since 1955 three buildings 
have been altered to receive only these voluntary patients. The proportion of 
voluntary admissions has doubled since 1951. 


~ palouns 15 MILES SOUTHWEST OF Lonpon, England’s Long Grove Hospital with 
nearly 2,000 patients is one of the largest psychiatric hospitals in Great Britain. 
The hospital, just outside the town of Epsom, also represents an important step in 
British mental hospital architecture as it was the first such institution to break away 
substantially from the traditional pattern of a single large building with wards 
opening off corridors. Three-quarters of the patients are indeed housed in such a 
building, but the main connecting corridors are open, looking out on pleasant 
gardens laid out in the center of the semicircle of wards. One-quarter of the 
patients are in villas, separate from the main building, with accommodations for 
between 30 and 60 patients each. It is noteworthy that in 1907 these villas had 
no surrounding fences but only pleasant gardens with carefully chosen trees and 
hedges around the perimeter. Each villa had its own kitchen and was looked after 
by a married couple who lived in it. The woman acted as cook and housemother; 
the man was the charge nurse of the male side of the villa. 


Government Act Fixes Responsibility for “Lunatics” 


The original estate, once the property of the second Lord Baltimore, was pur- 
chased by the London County Council when the Local Government Act of 1889 
transferred to that body from the County Justices the “serious responsibility of 
providing accommodation for the greatly increased number of lunatics.” The 
people for whom the Asylum Committee of the Council thus became responsible 
numbered over 18,000. To reduce this burden a little, Long Grove Hospital 
was opened in 1907 with a capacity of 2020. 

In its early years the hospital was somewhat of a showplace and was visited by 
eminent physicians from France, Brazil, Germany, Switzerland, Austria, and Japan. 
The assistant professor of biochemistry from Chicago University acted as clinical 
assistant (unpaid) to obtain data for his investigations. The original medical staff 
numbered six, but others joined soon after the opening of the hospital. During the 
41 years that Long Grove was administered by the London County Council, it 
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played a part in both World Wars. Throughout World War II it housed the 
Military Mental Hospital for members of the Allied Forces whose homelands were 
occupied. Most of these patients were repatriated fairly soon after V-E Day, but 
nearly 200 Poles are still at the hospital, although many have been discharged and 
have “made the grade” in Britain. 


Hospital Serves Large Industrial Region 


In 1948, when the National Health Service came into being, Long Grove became 
responsible for admitting patients from the industrial region of East London. This 
area is twenty-five miles from the hospital and includes seven metropolitan boroughs 
or townships with a total population of over half a million. This particular section 
of the city was heavily damaged during the blitz of 1940-41, and by V weapons in 
1944-45, and still has a tremendous housing shortage. School children who were 
evacuated to rural areas in 1939 came back to the severely damaged urban area 
six years later and they have had a powerful impact on the psychiatric problems 
already presented by the East End of London. 

Since 1948, the general trends in British mental hospitals have been apparent at 
Long Grove, notably in the increased admission rate, lowered total number in resi- 
dence, and increased work carried out in the area served, rather than in the hospital. 
These developments, however, started sometime before. Among them were the 
innovations to come out of the passage of the Mental Treatment Act in 1930, which 
abolished the title “asylum,” enabled mental hospitals to admit voluntary patients, 
and encouraged the development of outpatient clinics and community services. 


Voluntary Patients Swell Admission Rate 


Total number of patients at Long Grove today is 1820, a reduction of 500 since 
1955 (the hospital is actually caring for fewer people today than it was 52 years 
ago). Although there are fewer residents, admissions have doubled since 1955; a 
factor contributing to this increased rate has been the heavy influx of voluntary 
patients. The proportion of admissions over 65 has been cut in half, which is in 
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Flags and bunting indicate a na- 
tional holiday. Even the bedfast 
female patients of this sanatorium 
have been moved outside to take 
part in the celebration. 





Ten occupational therapists conduct 
the hospital’s program. This shop 
has been replaced by a more up-to- 
date facility. 
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part due to improved geriatric services in the area, but also 
because the general admission rate has increased faster than 
the rate for the over-65 group. 

Many favorable factors contributed- to these improved ad- 
mission and discharge rates—factors which require critical 
evaluation. One may assume, however, that the excellent 
staff and the modern treatment program deserve some credit 
for the fact that more patients are being returned to their 
homes after short-term intensive treatment. The professional 
staffing is perhaps slightly over the average for the country 
as a whole, and the staff concentrates its efforts on the use 
of the newer phenothiazine drugs and modern techniques in 
clinical psychiatry. The problem of the long-stay patient 
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is not solved, of course, and there is much attention being 
given to the rehabilitation of chronic schizophrenic patients. 

The nursing service is especially effective. We have 154 
registered mental nurses with degrees and 120 nursing assist- 
ants. Over 100 student nurses are engaged in a three-year 
course, preparing for the Mental Nurses’ Register, and their 
curriculum is half classroom teaching and half practical 
ward experience. 

Common to most British mental hospitals, and especially 
valuable and well-developed in Long Grove is the amount of 
treatment carried out in the community rather than in the 
hospital. Outpatient clinics are held at five general hospitals, 
and before admission to an “observation ward” patients 

—_——_, are evaluated by a Long Grove physi- 

‘ cian. In eight years the number of new 

outpatients seen annually has doubled 
to 1,200. The clinics are mainly diag- 
nostic, but electroshock, other physical 
therapies and a limited amount of short- 
term psychotherapy can also be given. 


Bertercer 


The hospital staff carries out an in. 
tensive work-placement service through 
the outpatient clinics, contact with gen- 
eral practitioners, and close liaison be- 
tween the hospital’s psychiatric social 
workers and the numerous social agen- 
cies in the community. 


More Wards Opening 


These are some of the factors—highly 
trained, enthusiastic professional staff, 
intensive community contacts, and the 
modern treatment program—which have 
enabled us to pursue a policy of progres- 
sively opening wards. It is expected that 
the hospital will soon have 95% of its 
accommodations open. There matters 
will probably rest. 
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This, then, is the position from which 
Long Grove surveys the future, a future 
made more interesting and challenging 
by the legislative changes at present pro- 
posed, and likely to become law in the 
near future. The new pattern envisages 
a considerably increased amount of psy- 
chiatric activity in the community, in the 
form of day-hospitals, night-hospitals. 
sheltered workshops, hostels for patients 
who require some assistance as regards 
their living conditions, and perhaps 
foster homes. Closer links with the pub. 
lic health authorities may enable a real 
preventive program to be developed, a 
process requiring a more accurate ap- 
praisal of the real incidence of mental 
disorder in the population, and investi- 
gation of the attitudes of the public to 
psychiatric services. Long Grove there- 
fore faces a further period of change, of 
adaptation to the social pressures of the 


reasoned optimism. 
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DEPRESSION 


Lift the depression with Marplan. Therapeu- 
tically, Marplan is a new, more active amine 
oxidase regulator. Clinically, it is safer. Medi- 
cally, it represents a major breakthrough in 
the chemotherapy of depression. Marplan has 
been evaluated by some 300 investigators who 
reported its use in more than 4000 patients. 
Results have been impressive—frequently dra- 
matic, and side effects have been markedly 
fewer and less severe. Indications range from 
moderate to severe psychiatric disorders with 
associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable 
as an adjunct to psychotherapy to facilitate 
the patient’s responsiveness. Complete litera- 
ture, giving dosage, side effects and precau- 
tions, is available upon request and should be 
consulted before prescribing. Supplied: 10-mg 
tablets in bottles of 100 and 1000. 


a ea 


= ROCHE}. MARPLAN’ il benzy! 

ecet (5-methyl a a rd y!) 
hydrazine "ROCH 4E* 
ROCHE LABORATORIES 





Division A Hoffmann-La Roche Inc « Nutley 10 « N. J. 


21 











Preview of 


Eleventh Mental Hospital Institute 


October 19-22, 1959 


By the time this issue of Menta Hospirats is published, 
those who have been chosen to take part in the Pilot Groups 
at the Eleventh Mental Hospital Institute (October 19 
through 22, Hotel Statler-Hilton, Buffalo, New York) will 
have received notification. Leaders of these groups will also 
have been advised, and once again we urge these leaders 
to arrive in Buffalo on Monday, October 19, so that they 
may attend the orientation session for discussion leaders to 
be held at 7 p.m. in the Maple Leaf Room, Statler-Hilton 
Hotel. 


| Early Bird Party 


Earlycomers will also be able to attend the Early Bird 
Party to be held in the Terrace Room from 8 p.m. to mid- 
night. There'll be a piano player whose reportoire ranges 
from “Swanee River” to Rock ‘n Roll; free beer and pretzels, 
and a cash bar for hard liquor. This is a good opportunity 
to meet newcomers and renew old acquaintances. 


Special Sectional Meetings 


As well as the Special Sectional Meetings to be held all 
day Monday, October 19, there will be two separate hospital 
tours on Monday afternoon. The first tour will leave the 
hotel at 1:30 p.m. to visit the Meyer Memorial Hospital 
and the Buffalo State Hospital, returning to the hotel by 
4:30 p.m. The second tour will go to the Veterans Adminis- 
tration Hospital, leaving the hotel at 1:30 p.m., and return- 
ing at 4:30 p.m. Those wishing to go on the Meyer Me- 
morial tour should advise Dr. S. Mouchly Small, Univer- 
sity of Buffalo, 3435 Main Street, Buffalo 14, New York. 
Those who wish to go to the VA Hospital should write to 
Dr. Bruno Schutkeker, Veterans Administration Hospital, 
Buffalo, New York. Please write early so that transporta- 
tion can be arranged. 

Comments on two of the special sectional meetings being 
held on Monday, October 19: The Psychiatric Nurses’ Meet- 
ing will be open from 1:30 to 5 p.m. to everybody who is 
interested. From 9 a.m. to noon, however, the meeting will 
be confined to Psychiatric Nurse Consultants. The State 
Directors of Mental Health Programs will meet from 1:30 
to 5 p.m. with the morning devoted to special committee 
meetings, among them the Committees on Cost Accounting 
and Financing, and Consultation Procedures. 

At the meeting of the Interstate Compact on Mental 
Health on Wednesday, October 21, at 4 p.m., in the Empire 
State Room, there will be an opportunity for representatives 
of the 21 states which have adopted the compact to discuss 
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Hotel Statler-Hilton, Buffalo, N. Y. 


their experiences; representatives of newly-involved states 
will be able to air administrative problems, while those con- 
sidering the adoption of the compact will have an oppor- 
tunity to raise any questions. 


Film Showings 

Alex Sareyan and Jack Neher of the Mental Health Ma- 
terials Center will be putting on their usual early morning 
film programs from 7:30 to 9 a.m., with coffee and dough- 
nuts available for the conscientious people who are sufl- 


ciently awake to view movies. Screening times for less stal- 
wart souls will be from 4:15 to 5:30 each afternoon. 


Commercial Exhibits 


A new feature of the Institute will be the commercial ex- 
hibits in the foyer of the Golden Ballroom where the Plenary 
Sessions will be held. There will be plenty of opportunity 
for all participants to see these exhibits of new products of 
interest to hospital people. 


Presidential Address 


Plenary Sessions will open on Tuesday with the Presiden- 
tial Address by Dr. William Malamud, and for this reason, 
we urge early registration, so that all may be in their seats 
by the time the address begins. 


Academic Lecture 


The Academic Lecture, “Economics, Ethics, and Mental 
Illness,” is to be given by the Honorable John E. Fogarty 
(R.1.), U.S. House of Representatives, and Chairman of 
the Appropriations Subcommittee on Labor, Health, Educa- 
tion, and Welfare. This will form a part of the program of 
the Annual Dinner, and will be delivered by Mr. Fogarty at 
8 p.m. on Tuesday evening, immediately following the din- 
ner and presentation of this year’s Achievement Awards. 

Members of the Local Arrangements Committee in Buffalo 
are Drs. Duncan Whitehead and S. Mouchly Small, Co- 
Chairmen, assisted by Drs. Bruno Schutkeker, John G. 
Robinson, Leonard Lang, and George Masotti. 

The September issue of Mentat Hospirats carried full 
details about program topics and discussion leaders, but 
once again let us remind you that the main topic is “The 
Psychiatric Problems of the Aging, and of the Aging Mental 
Defective.” Much background material will be available 
to stimulate discussions. The deliberations of all groups 
will be recorded for subsequent publication. (See Editor’s 
Notebook, Page 15.) 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 

including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 
RELIEVES ASSOCIATED 
PHYSICAL TENSION 

by relaxing skeletal muscle 


hypothalamus 
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thalamus and 
limbic system 
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spinal cord 


“Deprolr 


benactyzine + meprobamate 


= confirmed efficacy 
= documented safety 




























SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(i) WALLACE LABORATORIES + New Brunswick, N. 7. 
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Why Organize the Medical Staft? 


OST PRIVATE MENTAL HOSPITALS and all general hos- 

M pitals have an organized medical staff, but few 
public mental hospitals do and most of them see very little 
need for it. The chief reaction to a suggestion that the 
staffs be organized with officers, bylaws, regular meetings 
and committees is that state regulations control the medical 
staff, the superintendent is the chief of staff, and that is all 
that is necessary. However, state regulations are seldom 
concerned with the ethical and moral aspects of medical 
practice. 

It is true that the picture is quite different in a public 
mental hospital than it is in a private or a general hos- 
pital, but the main reasons for medical staff organization 
are essentially the same: to maintain high ethical stand- 
ards, to promote education and research, to coordinate 
clinical medicine and administration, and to give patients 
the best possible care, which should, after all, be our major 
concern. Both the A.P.A. Central Inspection Board and the 
Joint Commission on Accreditation of Hospitals require 
that the medical staff be organized. 

The medical staff organization should include not only 
the full-time physicians employed in the hospital, but also 
the consultants, visiting physicians, or part-time physicians 
who work at the hospital. Bringing in the consultants and 
visiting physicians will be a stimulus to the resident staff, 
who too often do not have enough contact with physicians 
practicing outside the hospital. 

The members of the consulting staff should represent 
most of the medical and surgical specialties, be the best 
trained persons available, be certified in their respective 
fields, and should, of course, be paid a reasonable fee for 
each consultation. 

Members of the resident staff should be graduates of ap- 
proved medical schools, licensed by the siate or province, 
and, as much as possible, should have been trained in psy- 
chiatry. Written applications for appointment should be 
required with satisfactory references, and appointments 
should be made by the superintendent. All services of the 
hospital should be headed by qualified physicians. The ra- 
tio of physicians to patients should be not less than 1 to 
30 in the receiving and intensive treatment service, 1 to 50 
in the medical-surgical and tuberculosis services, and 1 to 
150 on continued treatment and geriatric wards. 

Physicians should attend both administrative and clinical 
conferences, and minutes should be retained of all meetings. 
In larger hospitals the clinical conferences may be held 
separately by the various services. The cases of all first 
admissions should be presented at a diagnostic and treat- 
ment staff meeting in order to be sure that every case is 
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properly evaluated. Clinicopathological conferences should 
be held at regular intervals and all autopsies in which there 
are interesting findings should be discussed. 

The medical staff organization should have bylaws. rules 
and regulations which delineate its purposes. the different 
categories of members, the officers, committees, meetings 
and any other sections that may be necessary. Although the 
Joint Commission on Accreditation of Hospitals has pub- 
lished model bylaws and regulations. many of these do not 
apply to the public hospital staffs and each hospital should 
work up its own bylaws which do apply and which are not 
in conflict with state regulations regarding physicians. 

Members of consulting or visiting staffs as well as mem- 
bers of the resident staff should be eligible to hold office 
and serve on committees. In fact it would be highly desir- 
able to have consultants on most committees. Committees 
of the staff should include a Records Committee, a Library 
Committee, a Grievance Committee, a Pharmacy Commit- 
tee, an Education and Research Committee. and, if surgery 
is done at the hospital, a Tissue Committee. Some hospitals 
may find that other committees are necessary in their par- 
ticular situation. 

Staff meetings might be held monthly, bimonthly, or even 
every three months, but should never be more than three 
months apart. The main theme of the meetings should be 
a review of the work done in the hospital since the last 
meeting, together with planning for the future. As a stimu- 
lus to both the resident staff and the consultants, a paper 
or some pertinent medical or administrative topic should 
be presented at each meeting. If the meetings are interest- 
ing, there should be no difficulty in getting the consultants 
to attend. But if they are not stimulating, doctors who are 
not on the full-time staff will find many excuses to stay 
away. Many hospitals have found that a dinner meeting 
is a help to a good attendance. 

A Journal Club should hold regular meetings to which 
all professional members of the staff are invited and at 
which recent articles and books are discussed. This type 
of meeting is always a stimulus to the staff if properly or- 
ganized and conducted. Papers on research conducted at 
the hospital could be presented at these meetings for dis- 
cussion prior to presentation at other meetings or before 
submission to journals for publication. Journal Clubs make 
excellent sounding boards and severe critics. 

Members of the resident staff should be encouraged to 
attend professional meetings as much as possible and ex- 
penses should be allowed when the budget will permit it. 
Senior staff members should attend at least one national or 
regional meeting each year. 
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Composite Results of 20 Clinical Studies 












Type of Completely 50-90% <50% 
Seizure Controlled Improved 
Grand Mal 214 172 (80%) | 15(7%) | 27 (13%) 
Psychomotor 29 19 (65%) 10 (35%) 
Focal Jacksonian 19 19 (100%) 

















Type of 
Seizure 


Number of 
Patients 


mpletely 
Controlled 


50-90% 
Improved 








Grand Mal 
Psychomotor 


Focal Jacksonian 





613 
130 
92 





175 (28.5%) 
10 (7.7%) 
14 (15.2%) 





253 (41.2%) 
65 (50%) 
36 (39.1%) 





185 (30.3%) 
55 (42.3%) 
42 (45.7%) 





The dramatic results obtained with ‘‘Mysoline”’ advocate its use as first 
choice of effective and safe therapy in the control of grand mal and 
psychomotor attacks. 


SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


LITERATURE AND BIBLIOGRAPHY ON REQUEST 





“Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 








Protecting State Hospital Function 


By WILLIAM F. SHEELEY, M.D., Project Chie/ 
A.P.A. General Practitioner Education Project, 


Washington, D.C. 


gers STATE MENTAL HOSPITAL SUPERINTENDENT or 
admitting officer knows the wide-eyed: “We just 
couldn’t think of anything to do with him. We finally de- 
cided he might as well come to the state hospital.” (“He” 
is a lack-lustre, life-long ne’er-do-well, reluctant to work or 
to accept responsibilities—the despair of mother, teacher, 
employer, wife, and children. His capacity to exploit psy- 
chiatric care is nil.) 

Every state hospital social worker knows the outraged: 
“What! Take Mother back into our home? Yes, she is much 
better. But since she went to the hospital we’ve had the 
twins. We have to use her room for them. Besides she 
was duly committed to your hospital, and you are legally 
obliged to keep her!” (How much simpler and more com- 
fortable are legal responsibilities than are moral ones. And 
then—while she was home Mother kept trying to insinuate 
herself into family activities. ) 

These remarks spring from the community’s assumption 
that the state hospital is a proper dump for its problem 
people. It is an understandable, perhaps even a forgivable 
assumption. But we dare not permit the community to con- 
tinue to act on it. 


For this assumption leads to the clogging of our therapeu- 
tic machinery and the stagnation of our patient flow. If we 
do not challenge the assumption, what will happen to our 
state hospitals will be our own fault. 


Well, then, just what is happening to our state hospitals? 


1. We are being told to perform other functions 
than to treat the mentally ill. 


For years the community has sent us people with little 
or no mental illness, but with limited ability to compete in 
the world. We give these people no treatment—just three 
squares, a plot in the dormitory, and the chance to perform 
desultory labors euphemistically referred to as “industrial 
therapy.” This is all we give them. And this is all they 
need. But why should we give them this? 

The community is settling more and more senile persons 
into psychiatric wards formerly used only by younger 
mentally ill patients. Some of these elderly people have 
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psychoses, or are pretty forgetful and confused. Most of 
them simply need an old folks’ home. 

Children and young adults with active reluctance to 
attend school, or the habit of vending strangers’ hub caps, 
or tendencies to join with others in recreational pursuits 
disapproved by family and police, are being abandoned 
in state hospitals by individuals who mutter over a shoulder 
as they scurry away: “There just isn’t any place else for 
him. After all, we wouldn’t want to have to say he went to 
a jail. And here he can be treated, I’m sure.” 

So mental hospitals are being told to function as (a) 
boarding nurseries for unreconstructible Peter Pans; (b) 
front porches for old people; and (c) pink-and-blue 
ribboned panel institutions for naughty folk. 

And what do we do? We ask our legislators for more 
wards “to relieve the overcrowding” of our mentally ill 
patients, for more building custodians, for more clothing 
and more easy chairs. 

What don’t we do? We don’t tell the community that our 
function is to treat mentally ill persons and restore them 
to their community; it is not to provide a bin marked 
“Miscellaneous” to receive every personnel problem facing 
society. 


2. We don’t exploit our existing capabilities fully. 


Even when we shunt these social misfits into the many re- 
cesses that necessity has mothered in our state hospitals, they 
still interfere with our proper functioning. The problem of 
administratively wading through the human sea—admitting 
them, binding their stubbed toes, getting them fed, washed, 
bedded down, and reasonably amused—takes time and en- 
ergy thereby denied the mental patients who need that pre- 
cious and scanty time and energy so desperately. 

Old people have chronic somatic illnesses, terminal ill- 
nesses, decubiti, and other complaints which make demands 
on our time that we as conscientious physicians cannot deny. 
They sop up monies from limited budgets for laundry, house- 
cleaning, repair of broken hips, and the like. And the 
refractory youths, with their playful dallying with hospital 
routines, and pixy-ish absences without proper authority, 
absorb time and energy like Southern Arizona sand absorbs 
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spittle in July. Furthermore, the very presence of these 
people among our mentally ill patients depreciates the 
therapeutically optimum atmosphere—milieu, if you will— 
our sick patients must have. 

So, we scatter the few resources a tax-burdened com- 
munity can give us, rather than sharply and hotly focusing 
them upon our primary goal: treating mentally ill people. 


3. Recruitment of proper professional staff is 

suffering. 

Many top-notch professional and sub-professional people 
cannot be induced even to consider careers in state hospital 
work. True, many excellent persons work in state hospitals. 
These latter are usually especially mature, perceptive people 
who can see the islands of mentally ill patients in the seas of 
social outcasts, and who can make their contributions with 
little enduring sense of frustration in the situation. 

But other potential state hospital staff members—less 
perceptive and mature, if just as skilled professionally— 
are panicked by the slogan that “Only people who can't 
make a living anywhere else go into state hospital work.” 
Seeing the many unsick people in state hospitals, these 
potentially useful persons fear that joining the staff would 
bring their careers to a dead end. 

So, as we examine the personnel rosters of state hospitals, 
we find position vacancies, not only of psychiatrists and 
physicians, but also of the many other professional disci- 
plines so important to proper treatment of mental illness: 
nurses, psychologists, social workers, rehabilitation thera- 
pists, chaplains, dentists, and so on. 


to return suitable senile persons and long-term patients to 
the community. We regularly reviewed each patient’s 
status and made appropriate changes in his therapeutic 
management within our capabilities. Our discharge rate 
went up and our readmission rate and hospital census de- 
creased ever so slightly despite rising first-admission rates. 
More than 10 per cent of the patients discharged during 
the year ending June 30, 1957, had been there from 10 to 
50 years. We recently abolished disturbed and continued- 
therapy wards on a try-it-and-see basis. (The ataractic 
drugs helped here.) 


This policy certainly brought pained reactions from with- 
out and within the hospital. But it made us work harder 
and speeded up the tempo of patient and staff life. It made 
us tired, and anxious, and even more aware of how much 
more our mentally ill need of us than we have to give. 


But such a policy does change what the hospital, the 
patients, and the community expect. The hospital will ex- 
pect to spend most of the time treating patients. The 
patients will expect to improve and return to their homes. 
And the community will expect the hospital to treat its 
mentally ill, not to bury them. 


And now and then there will be the satisfaction of re- 
turning long-term patients to the community, of helping 
regressed patients emerge, of seeing the percentage of 
patients receiving “custodial treatment” fall and patient 
turn-over rates rise, and of hearing the crackling of the 
improved professional efficiency of our staffs. 





I suppose the old bleat, “We aren’t 
able to offer high enough salaries,” has 
something to do with this. But don’t 
forget that people expect more reward 
than money from their job. They want 
the satisfaction of doing a needed job 
well, of being esteemed by their col- 
leagues, of doing little purposeless work, 
of having a minimum of passive or | 
active interference in their jobs. Money 
is easier to provide than these more 
intangible yet more lasting rewards. 

To protect our state hospitals so that 
they may perform their proper func- 
tion, we must begin a ruthless pruning 
job among our patients. We must re- 
turn to the community those persons 
who are not really treatable and those 
who are not really ill. We must refuse 
to accept the community’s unpsychotic 
social problem-children, or having ac- 
cepted them, we must refuse to keep 
them. We must, in a word, clear the 
decks so that our staffs can concen- 
trate their efforts on the mentally ill. 

In introducing this policy at Hast- 
ings (Minn.) State Hospital,* we co- 
operated with community social agen- 
cies—notably county welfare boards— 

* When this paper was written, Dr. 
Sheeley was Acting Superintendent. 
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From the patients’ room, 
it’s a mirror! 


HOW TO WATCH WITHOUT THEIR KNOWLEDGE 





From the dark observation room, 
it’s a window... 


Wherever it is desirable to observe patients without them knowing 
it, Mirropane®, the “‘see-thru” mirror, is the answer. For informa- 
tion on Mirropane, call your L-O-F Distributor or Dealer (listed 
under “Glass” in the Yellow Pages). Or write to Dept. 


LM-7109. 


MIRROPANE LIBBEY - OWENS - FORD GLASS COMPANY 
608 Madison Avenue . Toledo 3, Ohio 
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e revitalizes depressed patient 
® relieves pain in angina pectoris 
e lessens fatigue, aching, 
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HOW 10 USE CAIRON: catron nydrochloride is a monoami 
oxidase (MAO) inhibitor useful in the treatment of depression 
of other disorders indicated below. It is recommended for 
in carefully selected cases and in those patients who have 


responded to the milder drugs. 


ADMINISTRATION AND DOSAGE: Dosage of catron must be i 
dividualized according to each patient’s response. The initial dai 
dose should not exceed 12 mg. and should be reduced as soon 
the desired clinical effect is obtained. In severe depressions 
clinicians desire rapid results and begin treatment with 24 
daily; this dosage should not be continued for more than af 
days. A single daily dose in the morning is recommended. A c 
tinuous or interrupted schedule may be used, the latter duri 
the maintenance period. 


DEPRESSION (Endogenous, Reactive, Postpartum, Involutional 
Depression Secondary to Schizophrenic or Neurotic Reaction 
initiaily, 12 mg. once daily for approximately 2 weeks, or less 
improvement appears. Dosage is then reduced to 6 mg. daily. é 
improvement continues, maintenance dosage of 6 mg. every ot 
day or of 3 mg. daily often proves satisfactory. An interrupted 
age schedule is recommended for long-term therapy. 


ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of pai 
and elevation of mood may be dramatic. Victims of angina pecton 
who respond in this manner should be cautioned against o 
ertion induced by their sense of well-being. 


RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely disabli 
forms, particularly when accompanied by depression): 9 to 12 
daily for 3 days, then 6 mg. daily, reducing further to 3 mg. dai 
on signs of improvement. If a conventional antiarthritic agent 
used, lower doses of each are indicated. 





CAUTION: certain circumstances should be watched carefully w 
uSiNg CATRON. 


DRUG POTENTIATION—The list of drugs which catron potentia 
is not yet complete. catron should not be used concomita 
with any other drug unless, (a) it has been ascertained that 
two drugs bear no qualitative relationship, or (b) potentiating acti 
is being sought, as may be the case with tranquilizing drugs, incl 
ing reserpine and the phenothiazines, and with the amphetami 
barbiturates and hypotensive agents. 


HYPOTENSIVE EFFECT—AIl normotensive patients receiving cat 
but especially elderly patients, should be warned about the 
bility of orthostatic hypotension during the initial period of hi 
dosage. In the few instances where this may occur, lowering of 
dose will usually permit continuation of therapy. 


COLOR vision —A reversible red-green color defect has been re 
in a few patients, chiefly hypertensives, on extended therapy 
caTtron. Discontinue the drug if such changes occur. 


For detailed information, request brochure No. 19, CATRON 
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ANIMALS, NEUROLOGIC siGns—!n toxicity studies with animals, a 
neurologic syndrome has been observed characterized by tremors, 
muscle rigidity and difficulty in locomotion. Although extensive 
clinical experience has not shown such reactions to be a problem 
in humans in recommended dosage, should a similar neurologic dis- 
turbance occur, the possibility of drug action should be considered. 


$iDE EFFECTS — Major side effects requiring cessation of therapy are 
infrequent. Other side effects—constipation, delay in starting mic- 
turition, increased sweating, hyperreflexia, ankle edema, blurring 
of vision, dryness of the mouth—are usually readily controlled by 
lowering the dosage. Rash, observed in a few patients, cleared up 
rapidly upon discontinuing therapy. 


WARNING: Pharmacologic studies show that with proper dosage 
CATRON Will inhibit monoamine oxidase in the brain without influ- 
encing this enzyme in the liver. This is in contrast to previous 
inhibitors which depress monoamine oxidase activity in the liver 
before affecting this enzyme in the brain. 

Although the evidence suggests that serious life-threatening hepa- 
titis seen with other MAO inhibitors should not occur with catron 
in the recommended dosage, it has been reported on rare occasion 
with dosages in excess of the recommended levels. 


The Following Precautions Are Recommended: 
1. In all instances daily dose should not exceed 12 mg. 


2.Reduce daily dose as soon as response is established, usually 
in a matter of 1 to 2 weeks. 


3. Do not prescribe to a patient more than sixteen 6 mg. tablets or 
thirty-two 3 mg. tablets of catron at one time. 


4. Patients should return for observation before additional catron 
is prescribed. For this reason, prescriptions for catron should be 
marked “not refillable.” 


5. Perform regular liver function tests. 


6. Do not use the drug in patients with a history of viral hepatitis 
or other liver abnormalities. 


catron is the original brand of 8-phenylisopropy! hydrazine. It is supplied 
as the hydrochloride in tablets of 3 mg. and 6 mg., bottles of 50. 


REFERENCES (1) Agin, H. V.: A Pharmacologic Approach to the Study of the Mind, 
Springfield, Jll., Charles C Thomas, in press. (2) Ibid.: The Use of JB-516 (CATRON) 
in ty” Lonterence on Amine Oxidase Inhibitors, New York Acad. Sc., 
Nov. 20-22, 1958. (3) Bercel, N. A.: op. cit. (ref. 1). (4) Kinross- “Wright, J.: Panel Dis- 
cussion of Psychic Energizers, op. cit. (ref. 1). (5) Kinross-Wright, J.: Experience with 
J8-516 (CATRON) and other Psychochemicals in Clinical Practice, Conference = Amine 
Oxidase Inhibitors, New York Acad. Sc., Nov. 20-22, 1958. (6) me, R., and 
Prinzmetal, M.: Treatment of Angina Pectoris with CATRON (JB-516), J. Cardiol. 
3:542, 1959. (7) Scherbel, A. L., and Harrison, J. W.: The Effects of iO. neni and Some 
Other Amine Oxidase Inhibitors in Rheumatoid Arthritis, Conference on Amine Oxidase 
Inhibitors, New York Acad. , Nov. 20-22, °.958. 


- LAK ESIDE 
Lakeside Laboratories, Inc - Milwaukee 1, Wisconsin 











Medical Students 
Receive 
State Hospital 


Experience 


By M. R. GAITONDE, M.D. 


Instructor in Psychiatry 

University of Kansas, Lawrence 
Assistant Director, Outpatient Clinic, 
Osawatomie State Hospital, Kansas 


neti THE PAST few decades the remarkable ad- 
vances in the understanding of mental disorders 
have brought with them an increased emphasis on the teach- 
ing of psychiatry in the undergraduate medical curriculum. 
Accordingly, medical educators have developed diversified 
techniques to communicate the concept of comprehensive 
medicine at this level. One such technique is the preceptor- 
ship during which the student works under the supervision 
and guidance of a hospital staff member. 

Under the preceptorship program of the University of 
Kansas, the Osawatomie State Hospital is one of four state 
institutions now conducting concentrated psychiatric train- 
ing programs for undergraduate medical students who are 
assigned to the hospital for approximately four weeks. 

Students live on the hospital grounds and eat in the em- 
ployees’ cafeteria where they are served the regular meals 
prepared for both staff and patients. Thus they become in- 
timately acquainted with the institution, its problems, and 
its personnel. 

It became apparent quite early in the program that the 
majority of medical students experience considerable anxi- 
ety upon being exposed to the mental hospital situation for 
the first time. This is overcome in part by assigning them 
to the medical-surgical unit of the hospital for the first week 
and having them attend rounds of the consultants from the 
University of Kansas. This arrangement makes the trans- 
ition less traumatic for the student, since he does not feel 
cut off from his parent institution—the University of Kan- 
sas Medical Center. 

During the next three weeks each student is assigned to 
one of the hospital’s psychiatric units where he works un- 
der the supervision and guidance of a staff member known 
as a preceptor. In this situation the student usually takes 
care of all physical examinations and carries out laboratory 
investigations on newly admitted patients. Working very 
closely with his preceptor in psychiatric matters, he has an 
opportunity to become familiar with some of the techniques 
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utilized in interviewing patients, and enters into the identi- 
fication process which is encouraged to develop between 
himself and his preceptor. 

Students become familiar with the physical treatments, 
including insulin and electroshock, and observe admission 
and discharge procedures on a few patients. In addition 
they obtain first-hand knowledge of occupational and in- 
dustrial therapy, and participate in ward meetings where 
the staff and aides discuss problems created by the patients, 
and psychological techniques employed to overcome these 
problems. This experience enables students to become fa. 
miliar with the concepts of the team approach and the 
therapeutic milieu. 

In short, on the psychiatric unit the student sees patients 
with various psychiatric syndromes, becomes familiar with 
the different treatment modalities utilized, and has an op- 
portunity to observe what success or failure may be antici- 
pated in the management of such patients. 

In the course of his four-week stay at the hospital the 
student also has three or four O. D. (on-duty doctor) as- 
signments under the supervision of a staff member. One 
student, whose comments reflect the sentiments of the ma- 
jority, said, “I liked the responsibility and at the same time 
I had the knowledge that in case I got into any difficulties 
there was a staff person to whom I could go for advice. | 
did not have this opportunity before, and since I will be a 
doctor very shortly, I appreciate someone’s having confidence 
in me and letting me do things on my own, at the same 
time making himself available to me if I have a problem.” 


Lectures Supplement Experience 

In addition to this practical experience, effort is made to 
impress the personality of the hospital upon the student. 
Lectures are arranged and delivered by the heads of the va- 
rious departments including psychology, social service, ad- 
junctive therapy, finance, outpatient clinic, and geriatrics. 
The purpose of these lectures is to acquaint the student with 
the role and function of each of these departments in the 
total operation of the hospital. Students are also required 
to attend one clinical and one administrative staff meeting 
in order to gain close-range impressions of staff interactions. 

Throughout the preceptorship emphasis is placed upon 
showing the student how the general practitioner or special- 
ist working in the community can utilize the facilities of the 
state hospital. Biweekly seminars are held during which the 
coordinator of the preceptorship program describes thera- 
peutic and legal implications of admission procedures and 
discusses with the students the dynamics of some of the 
cases referred to the hospital’s outpatient clinic by physi- 
cians in the community. This is followed up by a discus- 
sion of the treatment techniques employed at the outpatient 
level. 

The preceptorship program at the Osawatomie State Hos 
pital has now been in operation for two years and more 
than fifty medical students have participated. The staff of 
the hospital, the faculty of the university, and the partici- 
pating students are in general agreement that it is serving 
a valuable and useful purpose. 


The author wishes to thank Mrs. Dorothy Sandry, Secre- 
tary, Outpatient Clinic, Osawatomie State Hospital, for her 
valuable assistance in this program. 
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North Carolina Renames State Institutions 


Because the Hospital Board of Control and the State Leg- 
islature felt that the terminology “State Hospital” carried 
a certain stigma, North Carolina has changed the names of 
several of its state institutions. In doing so the state has 
honored a pioneer in the field of mental health, three ex- 
governors, an outstanding hospital superintendent, a state 
senator, and a member of the State House of Representa- 
tives. The old and new names of the hospitals and schools 
affected are listed below. 


Former Name New Name 
State Hospital at Raleigh 
State Hospital at Goldsboro 
State Hospital at Morganton 
Caswell Training School 
Butner Training School 
Goldsboro Training School 
State Hospital at Butner 


Dorothea Dix Hospital 
Cherry Hospital 
Broughton Hospital 
Caswell School 
Murdoch School 
O’Berry School 

John Umstead Hospital 


The three governors, all of whom were instrumental in 
securing increased appropriations for mental hospitals dur- 
ing their terms, were R. Gregg Cherry, J. M. Broughton, 
and Richard Caswell. Dorothea Lynde Dix pioneered in the 
field of mental health and chose the site of the original 
Raleigh Hospital, which was opened in 1856. The Murdoch 
School was renamed as a memorial to the late Dr. James 
Murdoch, who served as its superintendent and general 
superintendent of the N. C. Hospitals Board of Control; 
and the John Umstead Hospital honors J. W. Umstead, Jr., 
the present chairman of the Board of Control and a mem- 
ber of the State House of Representatives. The Goldsboro 
Training School was renamed the O’Berry School for for- 
mer State Senator Thomas O’Berry, who also served as a 
member of the Board of Control. The name changes became 
effective on June 16. 


Kansas Psychiatrists Support TV 


The question of television as an aid to the mentally ill 
was recently discussed by three Kansas psychiatrists in an 
article entitled, A Light For A Dark World, in the July 25-31 
issue of TV Guive. 


Dr. Donald Greaves, professor of psychiatry at the Uni- 
versity of Kansas Medical Center, Dr. James Folsom, chief 
of Physical Medicine and Rehabilitation Service at the VA 
Hospital in Topeka, and Dr. Alfred Paul Bay, superintend- 
ent of the Topeka State Hospital, noted that one great value 
of television is its ability to penetrate the barriers of many 
mental patients who have withdrawn into themselves. 

“It’s very tough for the patient to ignore this force,” said 
Dr. Greaves. “Television throws music, drama, and action 
at him. But regardless of the show’s content, it’s an out- 
side force fighting to draw his attention back from deeply 
buried, distorted drives and emotions which have taken over 
inside of him.” 

Dr. Bay said that patients who have been in a hospital 
for years need some means of preparation if they are ex- 
pected to leave. By placing TV sets in the wards, the hos- 
pital can “give these patients a window to the world await- 
ing them.” 


USES OF THE PAST 


XI. Architecture as Therapy: 1818 


erueres A FEW SELECT MEN from Boston had initi- 
ated efforts for an insane asylum and general hos- 
pital as early as 1810, various factors prevented the Massa- 
chusetts General Hospital from admitting the first patient 
to its department for the insane until October 6, 1818. 

In December 1816 the Massachusetts General Hospital 
had purchased the 18-acre Barrell estate for the site of the 
asylum. The location, on a beautiful promontory overlook- 
ing the Charles River and Boston, answered the need for 
undisturbed privacy but was still easily accessible to the 
city. However, there was already a building on the site, 
the famous Joseph Barrell House, designed after English 
manors by the eminent Boston architect, Charles Bulfinch, 
and constructed as an ideal country estate in the early 
1790's. 

As was natural, the trustees turned to Bulfinch for aid in 
remodeling the house into an asylum. He visited the hos- 
pitals in New York City, Philadelphia, and possibly Balti- 
more, and in March of 1817 submitted his sketch and sug- 
gestions. He felt that the hospital should be spacious and 
ornamental so that the town and the contributors to the 
building could take pride in it—a principle in distinct con- 
trast to the simplicity concept of the Friends’ Asylum (See 
Menta Hospitats, June 1959, p. 19). Bulfinch also em- 
phasized that the architectural arrangements should make 
more provision for privacy and allocation according to type 
of illness than was available in the New York and Philadel- 
phia hospitals. 

The committee approved his proposal to erect two 3-story 
wings, each to be 40 by 76 feet and connected by a covered 
arch to the main building 60 feet away. Because of the 
sharply sloping terrain, the wings were placed on diverging 
lines, an arrangement which caused some difficulty when 
domed additions were constructed ten years later. A few 
quiet patients lived in the mansion; the rest were assigned 
to the wings according to sex and degree of illness. 

McLean Asylum, as it was renamed in 1826, thus intro- 
duced the principle of a pleasing and ornamental design, 
as well as the use of separate buildings. It would appear 
that the latter might have been the fortuitous product of 
the nature of the grounds, but there is some indication in 
the other literature that an attempt was made to separate 
the buildings as far as possible in order to provide greater 
quiet and privacy. It is certain that the principle of sep- 
aration received support from the first superintendent, Dr. 
Rufus Wyman, who suggested, in March 1825, that a strong 
building be constructed to house the most disturbed male 
patients. This was built in 1826 to the east of the mansion. 
It contained four isolation rooms and an upper story for 
idiots and epileptics. 

In this concept of separate construction Wyman had 
brought to fruition the proposal made by Benjamin Rush 
in 1810 that the violently disturbed patients be kept apart 
from the less dangerous ones. 


Eric T. Carlson, M.D. 
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The new unit is joined to the old building in the background by a tunnel and walkway. 


Pennsylvania Hospital Opens Modesyc 


ee THIS YEAR the Pennsylvania Hospital in Philadel- 
phia replaced the facilities of its 120-year-old Depart- 
ment for Mental and Nervous Diseases with a completely 
modern psychiatric unit on the grounds of the Philadelphia 
Institute. The new six-story structure includes a well- 
equipped activities wing and features individual patient 
rooms, comprehensive treatment facilities, air conditioning, 
and the over-all atmosphere of a general hospital. 

Prior to the construction of this building the psychiatric 
program of the Pennsylvania Hospital was conducted in 
two separate plants in west Philadelphia: the Institute at 
49th Street, and the Department for Mental and Nervous 
Diseases at 44th Street, about one quarter of a mile away. 
The Institute, opened in 1930, is an “open” hospital designed 
to enable patients with incipient or less serious forms of 
mental illness to obtain treatment in circumstances and 
surroundings most conducive to early recovery. The De- 
partment, opened in 1841, cared for more seriously dis- 
turbed patients. 

Under the current organization of the hospital, both divi- 
sions now come under the Institute. The old “open” section 
is known as the Center Building Service and the new 
“closed” unit is called the North Building Service. The two 
are joined physically by a ground-floor tunnel and a surface 
walkway, but they still have separate staffs. The new ac- 
tivities wing is used by both services. 

In the design of the North Building, the hospital tried to 
match its comprehensive treatment program with modern 
physical facilities that reflect the best experience of the past, 
and sound planning for the future. Since its founding in 
1751, the Pennsylvania Hospital has played an important 
part in the development of better treatment and facilities for 
mental patients. Architecturally, the Kirkbride design, origi- 
nated for the Department for Mental and Nervous Diseases 
in 1841, is probably the best-known example. It has been 
widely imitated in the U. S. and Europe but is now consid- 
ered obsolete. 
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To continue the tradition, however, the North Building, 
which replaces the original Kirkbride, may have its value as 
a model for other builders. In the opinion of Dr. Lauren 
H. Smith, administrator of the Institute, the North Building 
is an ideal prototype for psychiatric units which could be 
developed in other general hospitals. In view of the current 
trend to bring mental patients back to the community where 
building room is often scarce, this unit offers a space-saving 
advantage because of its compact vertical structure. 

Although the 44th Street building was well-liked by 
patients and staff, the new unit retains practically none of 
its characteristics. The home-like atmosphere has been sac- 
rificed for the desired effect of a general hospital but the 
result has been an informal type of club-living which has 
proven to be comfortable too. The significant distinction 
between the buildings is in the change from a sprawling 
horizontal distribution of space to an upright one that allows 
for more efficient use of the Institute’s 27-acre grounds. 


Fundamental Planning Began Early 


Fundamental plans for the development of the new fa- 
cility began as long ago as the 1940’s when the hospital 
administration realized that the old 44th Street building 
would eventually have to be replaced. It was felt that, even 
though separate units for different types of patients offer 
some advantages in treatment and care, the distance be- 
tween the two existing units required a duplication of service 
facilities which was both inconvenient and uneconomical. 
The grounds of the old building also constituted a large 
land-holding which was too far away to be used advanta- 
geously by the patients of the Institute. 

Several tentative proposals were studied over the years 
but it was not until 1956, when the hospital began receiving 
acceptable offers for the property, that serious planning got 
under way. Immediate action enabled the hospital to take 
advantage of the 1957 recession and keep the cost of con- 
struction low. Even before the sale was finalized, sources for 








Func 


addi 
and 
look 
By 
arati 
to ge 
tin, 
app! 
local 
was 
finis 
Janu 
fi 
tract 
tunn 
ciliti 
inch 
men 









yd 


lilding, 
alue as 
Lauren 
uilding 
uld be 
current 

where 
-saving 


ed by 
one of 
en sac- 
nut the 
ch has 
inction 
-awling 
allows 


ids. 


ew fa- 
ospital 
uilding 
t. even 
s offer 
ice be- 
service 
omical. 
. large 
lvanta- 


. years 
ceiving 
ng got 
‘0 take 
»f con- 
ces for 








a 


te 


rad 
“4 


additional funds were explored, architects were consulted. 
and the hospital staff began visiting other hospitals and 
looking for building ideas. 

By the time the property was sold in January 1957, prep- 
arations had reached the point where the staff was ready 
to go over plans and specifications with the architects, Mar- 
tin, Stewart, and Noble of Philadelphia. Final plans were 
approved in April and in June the contract was let to the 
local firm of Stofflet and Tillotson. From the time ground 
was broken in July, it was only 18 months until the unit was 
finished. Patients were transferred from the old building on 
January 28, 1959. 

The total expenditure came to about $3,000,000. The con- 
tract for the building, which included the construction of a 
tunnel linking it with the dining hall and maintenance fa- 
cilities, accounted for $2,490,000. The remaining $510,000 
included the costs for all furnishings, decorations, and equip- 
ment, and the landscaping required to join the North Build- 
ing with the Center Building. 

Finances for the project consisted of: $1,173,000 from 
the sale of the 44th Street property; a $900,000 federal 
grant under the Hill-Burton Act; a $152,000 Ford Founda- 
tion grant; and approximately $300,000 in contributions 
from the staff, hospital friends, and other sources. $360,000 
was obtained on a long-term mortgage. 

In an effort to find and utilize the best of current building 
ideas, the staff department heads traveled extensively over 
the country visiting other hospitals and consulting with their 
staff members. Some of those visited were the Hanna Clinic 
in Cleveland, the psychiatric section of St. Vincent’s Hospital 
in New York, the Lafayette Clinic in Detroit, and several of 
the newer state psychiatric institutions around the country. 
The experience gained from these trips proved valuable in 
deciding what was needed, and in dealing with the architects 
and builders. As a result, the North Building. combines a 
great many ideas from a great many sources, with those of 
the hospital staff and architects. 


Functional ward layouts facilitate constant observation and care by the psychiatric staff. 


sychiatric Unit 









Photos posed 
by hospital 
staff members 



































attractively-furnished rooms 
feature air conditioning and private 


baths, 


Neat, 


Above: An inviting snack bar for patients and staff. 


Below: O. T. area is an asset to the treatment program. 
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The primary construction of the exterior walls, floors, and 
ceilings of the unit is reinforced concrete. Interior walls 
are of architectural tile or finished cement block depending 
on the area. The exterior walls of the activities wing are of 
glass, and the interior partitions are of plaster, except in the 
mechanical equipment areas and the gymnasium where they 
are of brick and cement respectively. Acoustical plaster was 
used on all ceilings in areas of concentrated patient activity. 

The generous use of glass throughout the building. in- 
cluding the wards and activities wing. is noteworthy be- 
cause so far it has not presented a problem. Despite the 
usual taboo on glass in mental hospitals, it was used to give 
the highly compact building an air of spaciousness. For the 
safety of patients, Fenestra screens were installed in the 
windows on the wards, but the shatter-proof glass paneling 
around the nursing stations and the exterior glass walls 
have been left exposed. 

The general layout of the unit is as follows: Offices for 
the medical, nursing, and clerical staff are located on the 
ground floor of the activities wing. On the first floor of this 
wing, adjacent to the entrance, are the admission facilities 
for the North Building. The major portion of the rest of the 
wing is taken up by the gymnasium and the occupational 
therapy area. Other facilities include two music rooms, a 
snack bar, beauty salon, and a barber shop. 

All floors in the North Building, except the ground floor, 
have exactly the same layout. Each comprises a ward con- 
taining sixteen single rooms and four doubles, a service 
kitchen and dining facilities, a utility room, two lounges. a 
nursing station, an emergency treatment unit, and a medical 
supply room. A small laundry with a washer and dryer for 
the personal use of patients is also located on each floor. 
Food and other services come to the wards by elevator from 
the connecting tunnel on the ground-floor level. A second 
elevator is used by the staff, patients, and visitors. Emer- 
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gency escape stairways leading outside are located at the 
north and south ends of each ward. 


Between meals, the dining area becomes part of the main 
lounge, and the tables are used for playing cards and other 
games. The second lounge at the opposite end of the ward 
is used for more noisy activities such as table tennis. 

The ground floor is devoted to insulin and electroshock 
therapy facilities, which are used by both divisions of the 
Institute. It also contains locker space for nurses and at- 
tendants, a separate area for air conditioning and heating 
equipment, and the accessway to the service tunnel. A dental 
clinic is located next to the entrance on the ground floor. 

The treatment program of the North Building Service 
varies from psychotherapy to the more physiological orienta- 
tions to psychiatric treatment. The hospital feels that such 
flexibility allows patients to benefit from the wide range of 
talents and interests represented on the psychiatric staff. 
Ancillary therapies are also used extensively, because a large 
per cent of the patients seem to respond well to healthy and 
productive activity. 

The patient’s life from the time he is admitted until he is 
discharged is determined primarily by his psychiatrist and 
secondarily by the nursing and ancillary therapy staff. Seven 
full-time psychiatrists, 17 residents, 54 nurses, approxi- 
mately 90 male and female student nurses, 50 aides, four 
full-time occupational therapists, and two O. T. students 
furnish constant observation and care for each of the 153 
patients on the service. 

North Building patients are assigned to wards according 
to sex and the severity of their illness. The sicker women 
patients are sent to fifth-floor wards and the men to the 
fourth floor. The third floor is a chronic ward for male and 
female patients. The normal progression for patients as they 
get better is from the fifth and fourth floors to the second 
and first floors, each of which has both male and female 
wards. The first floor is an “open” ward. 

Usually, if the patient is on one of the upper floors, his 
doctor comes to him. (The treatment rooms on the wards 
offer enough privacy to make this possible.) On the lower 
floors, the patient normally goes to his doctor's office for 
treatment. 

Patients can be transferred between the North Building 
and the Center Building as their condition requires. If a 
patient who has been admitted to the “closed” North Build- 
ing shows sufficient improvement, he may be placed on visit 
to the Center Building where the freer regimen may speed 
up his recovery. On the other hand, a patient in the Center 
Building, whose condition demands closer supervision, may 
be sent to the North Building. This flexibility in adjusting 
the environment to the patient’s needs is a valuable aid in 
therapy. 

Every effort is made to keep the patient active. Depending 
on his physical and mental condition he can participate in 
art and occupational therapy. swim, work out in the gym- 
nasium, or play games in the outdoor area. As his condition 
improves, supervision may be relaxed to enable him to in- 
fluence his own environment to some extent. By the time he 
reaches the first floor, a patient has progressed to the point 
where he can be allowed certain grounds and ag¢tivity privi- 
leges, along with the “open” ward setting. For some patients 
the process of recovery is much shorter. Their illness may 





be mild enough so that they can be placed immediately on 
the first or second floors. 

During his hospitalization the patient is prompted to 
maintain home and family relationships as much as possible. 
Having a comfortable lobby just outside each ward makes it 
easy for him to receive visitors. When the patient is con- 
fined to his bed, his friends are allowed to visit him in his 
room. In a majority of cases the patient’s psychiatrist is in 
constant communication with his family doctor and others 
who are responsible for his welfare. 

The North Building Service also maintains an outpatient 
program for about 242 patients. Beginning this month it 
plans to open a full-scale day-patient service which already 
has a few patients enrolled. 

Up to the present time the North Building has proven the 
value of meticulous planning and advance preparation in 
constructing a physical facility to meet specific program 
needs. There have been no major alterations and very few 
minor changes. The only unforeseen addition to the facility 
as planned was an emergency access road which was recom- 
mended by the fire department inspectors before construc- 
tion was finished. 

Patients and staff are well pleased with the building, its 
neatness, color, and comfort. The enthusiasm of the patients 
from the day they moved in has diminished very little and a 
distinct improvement in their grooming habits and personal 
appearances indicates that the clean, modern lines of the 
building and its furnishings may be a valuable environmen- 
tal asset to the program. 
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Central State Hospital’s new cafeteria 
building was put into operation in 
January 1958. The kitchen of this 
building serves identical meals to both 
patients and employees, and is in op- 
eration 13 hours a day from 5:30 a.m, 
to 6:30 p.m. Because the full-time 
staff of 41 is now all in one building, 
adequate staffing is available and 
there is more supervision in cleaning 
and food preparation. 


Food Service Design Wins International Award 


By C. L. Williams, M.D., Superintendent 
Central State Hospital, Indianapolis, Indiana 


A facility which serves both patients and employees has won for Central State Hospital a First 
Award in Institutions MacaziNe’s 1959 Food Service Contest. Judgment of the entries 
was based on high standards of sanitation, superior efficiency, and superlative achievement 
in the storing, handling, preparation, and serving of food. (See page 56 for related story) 


RIOR TO THE INSTALLATION of the award-winning food 

i cies design cited above, there were six separate 
kitchens serving the patients and personnel of the Central 
State Hospital. The oldest of these kitchens was constructed 
some 87 years ago; the most recent one was built about 
1939. Various pieces of equipment had been replaced from 
time to time in these kitchens, but many of the floors were 
pitted and some utensils so worn that cleanliness and sani- 
tation were almost impossible. In addition, most of the 
eating areas connected with the kitchens were too small to 
accommodate the increased numbers of people they had to 


serve. Supervision of employees in all areas was almost’ 


impossible. 

The Indiana State Board of Health made several surveys 
of the dietary facilities in the years preceding the installa- 
tion of the present dietary facilities, and their reeommenda- 
tions figured largely in the new plans. 


AO 


Studies conducted by architects and a dietary consultant, 
Miss Arlene Wilson from the State Department of Health, 
showed that it would be cheaper to build a new central 
kitchen and employees’ cafeteria than it would be to rehabili- 
tate each of the old kitchens. Accordingly such a plan was 
presented to and approved by the Division of Mental Health 
and the Budget Department, and money previously allocated 
by the Legislature was appropriated for the project. Con- 
struction was started in September 1956, and the central 
kitchen and employees’ cafeteria were completed and put 
into operation in January 1958. 

A dinner at the hospital on September 10 celebrated the 
winning of the award. Principal speakers were Mr. Don 
Morris, the Contest Editor of INstiruTiIons Magazine, and 
Dr. Mathew Ross, Medical Director of the A.P.A. After the 
talks, Indiana’s Governor Harold Handley hung the plaque 
which represents the award the hospital received. 
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- VEGETABLE PREPARATION 


This dishwasher is for dishes and utensils coming from 
wards where patients do not go to the main dining room. 








FOOD CART STORAGE ~ 


The floor plan of the centralized kitchen was designed by the architects 
Fleck, Quebe & Reid Assoc., Inc. This kitchen prepares 54,250 meals a week. 


Ria 





2 J ‘ 
This 87-year-old kitchen for the Wom- 
x en’s Department shows inadequate 


facilities and cramped space. 


POT WASHING . 


CISH WASHING 


BUS CART STORAGE 





Unsanitary conditions such as pitted 
floors, stained walls, and old sinks pre- 
vailed in one section of the old kitchen, 


CAR 


T 
REST ROOM AREA 





Above are the large iron steam kettles 
which, because of their rough finish, 
collected food particles which were im- 
possible to remove, 





Above are the electrically heated food containers which 
transport food and utensils to wards and dining rooms. 
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one dose in the morning 
provides full therapeutic effect 


all day 
‘A 








THORAZINE* SPANSULE* CAPSULES 


brand of chlorpromazine brand of sustained release capsules 


24-hour effect is provided by repeating the morning dose in the 
late afternoon or evening. 


Five strengths: 30 mg., 75 mg., 150 mg., 200 mg. and 300 mg. 


Smith Kline & French Laboratories 7) leaders iri psychopharmaceutical research 
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HOSPITALIZATION VS. ALTERNATIVES 


Comparing Treatment Costs 


By ROBERT W. HYDE, M.D., Superintendent, 
Butler Health Center, Providence. Rhode Island 


REATMENT DELAYS AND INADEQUACIES in mental hos- 

fj pitals are repeatedly explained in terms of limited 

budgets. Yet there has been little careful study of treat- 

ment costs in relation to treatment results. Hence, the real 

costs of returning the patient to social responsibility can 
be missed, 

The important problem is to provide psychiatric service 
within financial reach of the great middle-class population. 
Out of the past era of hopelessness has grown a dependence 
on the state to assume a large part of the cost of psychiatric 
treatment. Although this was appropriate at a time when 
the outlook for most patients was long-term hospitalization. 
today. with the more favorable picture, the average family 
should be able to pay for psychiatric treatment as well as 
for medical or surgical care. 


Butler Health Center is a private, nonprofit institution 
which was set up to provide a flexible treatment program, 
including not only an intensive inservice treatment but a 
variety of alternatives to hospitalization, such as outpatient 
treatment, day-hospital. night-hospital. home care, and other 
part-time hospitalization. These services are quite flexible 
with easy movement of the patient from one to another 
determined largely by clinical indications. 

A grant from the United States Public Health Service 
financed a project to study these alternatives to hospitaliza- 
tion. and this report presents the economic aspects of the 
program.* While the setting for the study provided unique 
opportunities to compare the costs of different treatment 
methods, the results should have general application. There 
is no apparent reason why they should not be applicable 
wherever similar professional services are provided. 

The problem examined is the cost of treatment programs 
which are alternatives to prolonged hospitalization. The 
study covers the period from March 1957 through Decem- 
ber 1958 and includes data on 42 patients chosen at random 
from a list of 238 patients not on a permanent inservice 
basis. Each of these patients was either recommended to 
Butler Health Center for hospitalization or was seriously 
considered for hospitalization on or near the date of admis- 
sion. Most were admitted, instead. to the day-hospital or 


*A copy of the complete economic study may be obtained 
free of charge from the A.P.A. Mental Hospital Service. 










ministrative 


and MICHAEL J. BRENNAN, Ph.D., 


Assistant Professor of Economics, Brown University 


the outpatient department, while six received temporary in- 
service treatment (14 days or less). 

The study is divided into three parts. The first two refer 
to the cost to the mental health center: (1) comparison of 
the relative costs of different patterns of treatment, all of 
which are alternatives to hospitalization: and (2) the cost 
of these alternatives as a group compared with the cost of 
hospitalization itself. The third part of the study refers to 
the cost to the community in which the mental health center 
is located. It compares the cost to the community of 
different patterns of alternative treatments and the cost of 
these alternatives versus cost of hospitalization. 


Costs of Different Patterns of Alternatives 

The cost of offering treatment to the patient includes the 
cost of therapeutic services rendered (individual psycho- 
therapy. group therapy. etc.). It also includes the cost of 
running the physical plant. Such cost cannot be assigned 
to the treatment of individual patients. Therefore, it was 
prorated departmentally. depending on the degree to which 
the several departments utilized the physical facilities. Then 
within each department this cost was allocated equally over 
all patients in the census of that department. 

For each of the 42 patients the total cost of all services 
rendered was added to the total plant cost allocated to that 
patient. The resulting figure was divided by the total hours 
of service. thus giving the cost per hour of service per 
patient. This “cost per service-hour” was found to vary 
with different patterns of treatment. 


Costs of Alternatives vs. Cost of Hospitalization 

A group of 19 patients formed a pattern characterized by 
relatively large amounts of occupational therapy and group 
therapy. We will call this Pattern A. A group of 15 patients. 
comprising Pattern B, showed a mixture of occupational 
therapy. group therapy and temporary inservice treatment. 
The third group. consisting of 8 patients, received a very 
high proportion of individual therapy and psychological 
testing. The third pattern is called Pattern C. 

The average cost per service-hour per patient for the first 
group turned out to be the lowest and the cost of the third 
group to be the highest. The cost for Pattern A is about 59 
per cent of the cost of Pattern B. It is only 18 per cent of 
the cost of Pattern C. 
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The patients in all patterns of treatment were of com- 
parable degree of mental illness and showed roughly the 
same degree of improvement. A psychological evaluation 
showed no significant difference from one pattern to another 
in the degree of illness at admission. Neither could a dif- 
ference be found in the degrees of improvement effected by 
different patterns. Hence, we may conclude that the cost 
differences measured are not due to differences in mental 
illness. 

On an hourly basis, the most expensive patterns of treat- 
ment are those characterized by a low ratio of patients to 
staff, and treatment by more costly personnel. There were 
two dominant influences which contributed to low-cost 
treatment: (1) treatment patterns involving a high ratio 
of patients to staff, and where milieu plays an important 
role, and (2) treatment patterns which utilize staff with less 
formal training under the supervision of one or more senior 
staff members. If, as the data do indicate, these methods 
of psychiatric treatment can be used effectively, the cost of 
alternative treatments can be greatly reduced for patients 
for whom these types of treatment are appropriate. 

At this point a word of caution should be interjected. The 
cost per service-hour provides a convenient standard by 
which different patterns of alternatives to hospitalization 
may be compared. This does not imply that any direct cost 
comparison can be made between alternative treatments and 
custodial long-term hospitalization. The general frames of 
reference and the objectives of these two psychiatric 
techniques are entirely different. Nor can a valid com- 
parison be made between these cost estimates for alter- 
natives and cost estimates for mental health centers with 
radically different physical plants. For this factor will 
largely determine the size of fixed cost. However, the cost 
of alternative treatments as a whole may be compared with 
non-custodial (i.e., intensive treatment) hospitalization, 
such as that pursued at Butler Health Center, where the 
goals of psychiatric service and the size and state of physical 
plant are comparable. : 


Costs to the Community 


The peculiarities of inservice treatment—particularly 
room and board, nursing care, and general milieu—demand 
another approach for the comparison of hospitalization with 
alternatives as a group. Total cost comparisons are more 
meaningful for this purpose. Consequently, the total cost 
for an average “alternatives patient” is compared with the 
total cost for an average inservice patient. 

From the viewpoint of the mental health center, it was 
found that the total cost per alternatives patient for treat- 
ment is 64 per cent of the total cost per patient for hospital- 
ization. This estimate was derived from a comparison of 
the 42 alternatives patients with 50 inservice patients chosen 
at random (geriatrics and chronic psychotics were omitted 
as not relevant to a comparison). The 50 inservice patients 
did not differ significantly in degree of illne:s or improve- 
ment from the alternatives patients as a group. 

The costs of mental illness to the community as a whole 
encompass many kinds of financial burdens, each calling 
for an expenditure that must be borne by the patient, his 
family or some community agency. The costs include the 
actual monetary outlay to the psychiatric institution. 
care of dependents, costs of property damage, costs of 
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social rehabilitation, and so on. From a practical viewpoint 
it is impossible to obtain reliable data on some of these 
costs. For this reason we approached the costs to the 
community in terms of 3 observable phenomena: (1) the 
monetary outlay to the psychiatric institution to meet the 
cost of treatment; (2) the income foregone by the patient 
during the period of treatment, and (3) the care of his 
dependents. 


Patient Income Significant Factor 


For patients of the same income and the same degree of 
mental illness, it was found that the cost to the community 
for alternative treatment is approximately 41 per cent of 
the cost of hospitalization. The reasons for this substantially 
lower percentage as compared with the cost to the health 
center are clear. The total monetary outlay was less for 
alternatives, and it was spread over a somewhat longer 
period of time. Moreover, the smaller income foregone 
from loss of employment and the smaller outlay for care 
of dependents further reduced the cost. Alternatives patients 
were put in a position to exercise some care for dependents 
through more frequent and closer contact with the family. 
With transferral to the outpatient department. their income- 
earning power also increased significantly. These results 
suggest that psychiatrically effective treatment alternatives 
to hospitalization can greatly reduce the economic burden 
to the community. 

Based upon the same concept of costs to the community, 
the three patterns of alternatives discussed earlier were also 
compared. The striking fact here is the different ranking 
of the patterns. Pattern C, characterized by a predomi- 
nance of individual therapy and testing, showed the highest 
cost per service-hour to the health center because of the low 
ratio of patients to highly skilled staff. However, in the 
total cost to the community it appears to have the smallest 
cost. It is only about 60 per cent of the cost of Pattern A, 
while there is little difference between the costs of Patterns 
A and B. 

The main reasons for the low cost of the third pattern are 
three: (1) Outpatients require a smaller fixed cost of 
physical plant, and all patients in the third pattern evidence 
a proportionately large amount of total time as outpatients. 
(2) When patients were transferred from inservice or day- 
hospital service to the outpatient department. their income- 
earning power increased substantially. (3) Correlated with 
the reduced income foregone was reduced cost for care of 
dependents, which could not be secured to nearly the same 
extent by temporary inservice or day-hospital treatment. 

There are two main problems in offering clinic-type serv- 
ices as alternatives to hospitalization: effective psychiatric 
treatment and cost in comparison to revenue. This study 
indicates that effective treatment can be offered at a cost 
which is substantially lower than the cost of inservice hos- 
pitalization. Viewed in another way, it suggests there are 
successful treatment patterns which can be provided for 
persons with low incomes without great strain on the 
budget of the mental health center. 

This study is in many respects a pilot project which 
should help to clarify treatment costs in different settings. 
When thought of in terms of the private or public cost of 
treatment of the mentally ill, it suggests that further studies 
of this type will prove feasible and valuable. 
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Nviedical 
Records 
Inservice 
Training 


By DOROTHY JEAN SHOEMAKER, R.R.L. 
Porterville State Hospital, Calif. 


“Mrs. S., is catamenial a scar?” 

This question from the clerk processing the first admission 
to Porterville State Hospital in 1953 provided the initial 
spark for a series of inservice medical terminology classes 
for medical records personnel. Today, after completion of 
the sixth training class, all of our 21 employees in medical 
records and allied offices are acting in the capacity of medical 
secretaries and clerks to staff physicians and our consulting 
neurosurgeons, roentgenologists, dermatologists, etc. 

Porterville is an all-new 2440-bed hospital for the mentally 
retarded, the first constructed in California in 30 years. It 
is a hospital devoted to treatment, training, and education, 
with a staff which believes strongly in the value of research 
and teaching. Particular emphasis is placed upon inservice 
training for all employees. There is a continuous training 
program for psychiatric technicians, an orientation program 
for all new employees, and individual seminars for psychi- 
atric social workers, physicians, clinical psychologists, and 
school teachers for the mentally retarded. 

It is an established policy of the hospital that each em- 
ployee of the medical records division take the course in 
medical terminology. The staff of this division is composed 
of file clerks, typists, and stenographers in a pool which 
serves all of the professional personnel; the number of medi- 
cal records employees is based on a ratio of one stenog- 
rapher-clerk to three professional persons. 

No scholastic standard is imposed for the course. How- 
ever, despite this and family responsibilities, all employee- 
students have devoted off-duty time to study. Classes of one 
hour each are held twice a week during working hours. The 
average length of the course is three months. Each employee- 
student completes, in conjunction with the class in termi- 
nology, a 27-hour Anatomy and Physiology class taught by 
the nursing education staff. This is the same class given to 
nursing service personnel. 


Students Progress to Advanced Terminology 


In the course in medical terminology emphasis is placed 
on word-spelling, meaning, and pronunciation. Students 
compile alphabetical notebooks of new terms for future refer- 
ence. Unfamiliar terms encountered in the course of a day’s 
work and as yet unstudied in formal class are shared with 
other class members. 

From an initial presentation including the history of hos- 
pitals, comparison of tables of organization for mental 
hospitals with those for general hospitals, assignments of 
prefixes, suffixes and stems, students progress to advanced 
terminology and medical dictation. ’ 

Many patients in our hospital represent classical disease 
entities, rarely seen by physicians in private practice. These 


are presented in the form of 15-minute lectures. Also, inas- 
much as our office has the responsibility of reporting com- 
municable diseases to the Department of Public Health, many 
of the dysenteric diseases and the parasites giving rise to 
them are discussed in class. Familiarity with these medical 
terms and others such as lipochondrodystrophies, glycogen 
diseases, albinism, etc., results in subsequent improvement 
in the medical records. 

Benefits derived from these classes have been many. In 
the assignment of central dictation recordings, equal distri- 
bution of records may be made to typists because of the 
equality of their training, thereby eliminating the bottleneck 
of having to assign all records to a select few medical typists. 
Further, the scheduling of job assignments has been made 
much easier. Girls are assigned to relieve each other during 
absence due to illness or vacation. In a large office such as 
ours, even though a procedure manual and other instructions 
are available, it is advantageous to have an “understudy” 
who can step in momentarily for medical dictation. 


Technical Word Connotations Confusing 


One pitfall encountered has been the difference in mean- 
ings of words from the physiological standpoint versus the 
psychological connotation; for example, words such as “dys- 
arthria,” psychologically denoting a speech impediment due 
to lesions in the nervous system; the physiological mean- 
ing—poor articulation of the joints. Another such word is 
“trauma,” the meaning of which has become confusing. It 
originally referred to an injury to the psyche, or an emotional 
shock, but physiologically it has come to mean any wound 
or injury. 

It has been found that the instructor averages one hour’s 
preparation time for each class lecture. Periodic examina- 
tions are given to determine in what areas employee-students 
need further review. In order to determine the progress 
made by the medical typists, time studies were done on three 
students before the class started and after three months of 
training. Typist A increased her speed by 826 words an 
hour, Typist B by 555 words an hour, and Typist C, who 
was already typing 1168 words an hour, added 75 words to 
her hourly average. 


Last year some of our school teachers were preparing for 
classes on our infirm wards. They were unable to under- 
stand such terms as quadriplegia, anoxia, etc., so they joined 
the class. Six teachers completed the course and then stayed 
on to attend the short lecture course in hospital statistics 
offered as a means of better understanding of our office 
methods. This has brought to 37 the total number of per- 
sons having completed the course. 

The demand for qualified medical record librarians and 
trained medical personnel would indicate a need for instruc- 
tion classes in medical terminology and medical record 
science in more of our mental hospitals. It is interesting to 
note that the medical records librarian in another California 
hospital for mentally retarded is also conducting an inservice 
training class. Her method of presentation differs from ours 
in that the course is structured around the anatomical sys- 
tems, and employee-students are plunged into advanced ter- 
minology from the beginning. Results indicate that both 
methods of teaching are effective and that such inservice 
training pays dividends in improved patient care as well as 
in better medical records. 
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Sell Your State Hospital Through 


the Chamber of Commerce 


By T. A. BRAVOS, Business Administrator 
Sonomo State Hospital, Eldridge, California 


7 OBJECTIVES OF A STATE HOSPITAL may seem en- 
tirely inconsistent with those of the local Chamber of 
Commerce, but a closer examination of the goals of each 
indicates that they actually have many interests in common. 

A Chamber of Commerce is primarily an organization 
with broad community interests. It is devoted wholly to 
advancing the community welfare and is a democratic or- 
ganization serving the people through elected representa- 
tives chosen from its membership. 

When an officer of the Chamber of Commerce is also a 
member of the top management team of a state hospital, a 
definite unity is achieved that strengthens understanding 
on the part of both organizations. 

It is still generally apparent that community attitudes are 
much less tolerant of a psychiatric hospital than of a gen- 
eral hospital. Public fears and misconceptions concerning 
state hospitals and their “asylum-like” atmospheres of for- 
mer days still persist to some degree. When state hospitals 
come to be received in the community on an equal status 
with general hospitals we will have made manifest strides 
in the acceptance of our treatment programs. The role of 
the Chamber of Commerce in helping to achieve this end 
stems from its recognition of the hospital's economic value 
and the need for cooperation between hospital. and com- 
munity in problems of mutual interest, such as water supply. 
sewage, zoning, housing, highway development, and so on. 

Dr. Winfred Overholser of St. Elizabeths Hospital has 
pointed out that the history of the care of the mentally ill 
and mentally retarded is filled with numerous reform move- 
ments, yet it is one of peaks and valleys—starting, gaining 
results, and then lapsing again. The way to assure con- 
tinued progress in the field of mental illness is to improve 
public understanding, which in turn brings public support 
and lessens the danger of relaxation in program interest. 
Throughout the nation, in selected communities, hospital 
administrators have recognized and attempted to meet the 
problem of gaining public understanding and support not 
only for individual hospitals, but for the entire program of 
treatment for mental illness. 

A report issued by the American Council on Education* 
states that an essential requisite of a hospital administrator 
is a thorough understanding of the economic and general 
social system in which he lives and in which his hospital 
will operate. Increasingly, general, economic, and social 
developments in the community impinge upon the control 





*Report of the Commission on University Education in 
Hospital Administration published by the American Council 
on Education, 1954. 
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and behavior of the individual hospital. Thus in the train- 
ing of a state or public hospital administrator, understand- 
ing of the over-all economic system is as important as 
knowledge of internal hospital management. 

California’s Sonoma State Hospital, 50 miles north of 
San Francisco, is a typical case in point. Located in Jack 
London’s famous Valley of the Moon, Sonoma was opened 
in 1891 as an institution for the care, treatment, and train- 
ing of the mentally retarded. To the average resident of 
the community, the hospital has presented a mixed appeal. 
The people have been aware of its economic value, but cer- 
tain episodes over the years created considerable commu- 
nity anxiety, which in turn resulted in legislative action to 
regulate and control the commitment of some types of 
patients. 

As late as 1951 the community, through its representa- 
tives, demanded that the Legislature appropriate sufficient 
funds for a fence to completely surround the hospital. Local 
organizations, including the Chamber of Commerce, were 
quite critical of the state hospital and its program as popu- 
larly understood in the community. 


Community Organizations Visit Hospital 

In order to foster understanding and acceptance, M. E. 
Porter, M.D., then superintendent, began developing a 
careful program of orientation sessions in which he invited 
a number of valley organizations to visit the hospital. The 
agenda included a dinner, an expianation of the treatment 
program, and tours of the hospital as specifically requested 
by the guests. 

At the suggestion of a hospital trustee, a member of the 
hospital’s top management group was nominated and elected 
to the Board of Directors and later served as president of 
the Sonoma Valley Chamber of Commerce, representing a 
population of 25,000. Since this first step toward mutual 
understanding with the Chamber of Commerce. friendly hos- 
pital-community relationships have continued to deveiop. 

“Selling the hospital” is currently being accomplished in 
a number of ways. A community orientation series outlines 
the basic objectives and goals of the hospital treatment pro- 
gram. Periodic press releases provide precise information 
on the building program, which has averaged more than 
one million dollars annually over the past nine years. 

There has also been a realistic appraisal of the hospital's 
role as an economic entity. Valley citizens are now aware 
of the $15,000,000 that has been expended since 1947 to 
provide the hospital with the facilities necessary for an in- 
tensive treatment program. They recognize that the hospital 
is one of the largest service enterprises in the area north of 
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San | rancisco Bay. The monthly payroll figure for Decem- 
ber. 1958, was in excess of $550,000 and the annual total 
topped $6,500,000. The patient complement averages 3750 
and the present employee staff is about 1600. All of these 
figures have been made available to the people of the 
comniunity. 

The Mental Hospital Services Act recently approved by 
the California Legislature has increased community interest 
in the possibility that Sonoma will have an outpatient and 
after-care service. More people are realizing the direct in- 
terest they share in the state hospital's program, and the 


working closely with officials in all levels of government, 
the chamber remains at a medium level when civic and hos- 
pital problems concur, and serves as a fulcrum for resolving 
differences when they arise. 

Chamber of Commerce Committees on civic development 
and beautification, education, government affairs. and health 
and safety have found the state hospital staff genuinely in- 
terested in their recommendations. Publications, presenta- 
tions, pamphlets, and other advertising media promoted by 
the chamber include the hospital as a working entity. Color- 
ful brochures on the valley cite the hospital as an integral 





benefits available to their local area. 


In turn, the hospital staff is actively working on problems 


“incontinent wards... 


of common interest to the institution 
and the growing community. Joint com- 
mittees have been formed to study long- 
range plans for education, housing. 
water. sewage, highways. etc. Further. 
individual staff members, realizing an 
obligation to participate in various types 
of community programs, are serving as 
consultants to welfare organizations, 
recreation programs, and allied proiects 
that are advantageous to both the com- 
munity and the hospital. (See MENTAL 
HospitaLs, “Local Public Health Serv- 
ices and The Open Hospital,” Feb. 1958, 
pp. 14-17.) 

One outstanding result of cooperative 
effort by the hospital and the community 
is the new Jack London State Park to 
be developed on 150 acres of surplus 
hospital land. Long a recognized need 
of valley residents and visitors, the park 
was finally made possible by the hos- 
pital’s offer to cede and lease some ad- 
jacent redwood timber acreage to the 
state. Hospital staff members worked 
closely with local officials to secure pas- 
sage of the necessary legislative bill, 
which was subsequently signed by the 
governor. 

The valley is now turning its efforts 
toward the acquisition of a state college 
to be located in the area. Recent ap- 
proval of a_ long-term professional 
education program in the psychiatric, 
nursing. and administrative fields has 
intensified the hospital's interest in the 
proposed college. The present superin- 
tendent. Thomas L. Nelson, M.D., and 
the hospital’s business administrator 
have been working directly with state 
and local officials in the selection and 
development of a suitable site. 

Most of these advances have been the 
direct result of the successful fusion of 
community and hospital, aided by prop- 
er communication through the Chamber 
of Commerce, which acts as an excellent 
“sounding board” in discovering public 
sentiment about civic problems. By 


member of the community. A mutually beneficial relation- 
ship has been established and continues to grow. 


free of odor” 


bD erifil tablets 


A new study’ of 170 incontinent psychiatric patients proves DERIFIL 
Tablets effective in controlling ward odors. With oral administration of 
high-potency DeriFIL Tablets, “... fecal and urine odors disappeared, 
so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 
termed “...a product of significance to the mental hospital....effective, 
easily administered, economically feasible....”” 

Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), DeriFit Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 


Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 
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Medical and Economic 


Aspects of 


By Ernest J. Fogel, M.D. 
Superintendent, Logansport State Hospital 


And A, L. Larrison, Ph.C. 
Consulting Pharmacist, Department of 
Health, State of Indiana 


lana the goal of therapy in mental hospitals is the 
restoration of patients to the world from which they have 
come. It is impossible, of course, to say with absolute cer- 
tainty in what percentage of patients this ideal will be 
realized. It is not uncommon to find, since the advent of 
ataractic drug therapy half a decade ago, that among 20-year 
back-ward patients for whom hope of release was all but 
abandoned, a significant number are discharged every year. 
On the other hand, an equally significant number of patients, 
old or new, are still resistant to therapy of any kind. Between 
these two extremes are the patients who, while not yet ready 
for discharge, have improved to the point where therapeutic 
considerations realistically replace custodial care. That it is 
now possible to speak in terms of therapy rather than cus- 
todianship alone is due, in large measure, to the ataractic 
or tranquilizing drugs. 

The experience of these five years of ataractic drug ther- 
apy has made it possible to attempt to anticipate, to some 
extent, the changes—some already under way—that must 
occur in the organization of mental hospitals, the distribu- 


“We are indebted to John W, Southworth, M.D., Deputy 
Commissioner of the Division of Mental Health, for much 
of the data on which this report is based. 


Drug Expenditures : 


tion of their physical facilities, the composition of their per- 
sonnel, and their budgetary needs. 

In an effort to evaluate the medical and budgetary aspects 
of ataractic drug therapy in the Indiana state hospitals, Dr. 
Stewart T. Ginsberg, Commissioner of the Division of 
Mental Health, has initiated a review of ataractic drug 
therapy for the years 1953-1958. 

The pilot study in this review has been conducted at the 
2400-bed Logansport State Hospital, Logansport, Indiana, 
the largest in the Division of Mental Health. Because the 
hospital has a Drug and Therapeutic Committee and a well 
established cost accounting and inventory control of all drug 
items, it is in a position to provide the necessary material 
for such a study. 

From the fiscal year 1953-1954 (the last fiscal year before 
significant utilization of ataractic drugs) to 1957-1958, drug 
expenditures rose from 1.4 per cent to 2.6 per cent of the 
total hospital budget (Table 1). In 1957-1958, expenditures 
for ataractic drugs comprised 41 per cent of drug expendi- 
tures, and accounted for 1.1 per cent of the total hospital 
budget. Or, to speak in terms of therapy, total drug expendi- 
tures amounted to 10 cents per patient per day, while 
ataractic drug expenditures amounted to 4 cents per patient 
per day. 

By way of illustrating the medical and economic aspects 


TABLE 1 
TOTAL BUDGET AND DRUG EXPENDITURES AT 


* Per cent 


of Total 

1953-1954 Budget 
Total Budget $2,464,532.00 100% 
Total Drug Expenditures 36,215.93 1.4% 


Total Ataractic 
Drug Expenditures 


(not yet in common use) 
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LOGANSPORT STATE HOSPITAL 1953-1954 AND 1957-1958 





Per cent Cost Per 
of Total Patient Per 
1957-1958 Budget Day (1957-1958) 
$3,393,361.00 100% 
88,226.74 2.6% 10 
35,724.77 1.1% 04 
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of ataractic drug therapy, we may cite our experience with 
chlorpromazine, since that is the most widely used ataractic 
drug at Logansport Hospital. Chlorpromazine is used prin- 
cipally in schizophrenic, agitated, excitable patients, on 
whom it exerts effects that have been called “tranquilizing.” 
“calming.” and “normalizing.” There is some truth in all 
these descriptions of the results of therapy with chlorpro- 
mazine. because there are significant numbers of patients 
upon whom the drug has exerted each of these effects. 
Perhaps the most dramatic result of the drug’s action 
is reflected in the rates of discharge from the hospital. The 
statistics given in Table 2 show the increase in the discharge 
rate during the period that chlorpromazine has been in use. 


TABLE 2 
ADMISSIONS AND DISCHARGES AT 
LOGANSPORT STATE HOSPITAL 1954-1956 





os je ly-November 


1954 1955 1956 
Admissions 214 196 201 
Discharges 130 147 152 
Average Length of 813 650 479 


hospitalization of 
discharged patients 
(in days) 


As can be seen from the above, the average length of hos- 
pitalization was reduced by 334 days; since the cost per 
patient per day in 1955-956 was $3.12, the state saved an 
average of $1,042.08 for each patient who was discharged. 
A secondary, but not unimportant, consequence of increased 
discharge rates lies in the more frequent availability of hos- 
pital beds which, in turn, offsets, to some degree, the pres- 
sure for expansion of existing hospitals or the building of 
new ones that inevitably accompanies substantial increases 
in population. 

Successful ataractic therapy has also had a rather dramatic 
effect within the hospital itself. For example, many conven- 
tional. time-consuming. and costly forms of therapy and 
supervision have been eliminated or drastically curtailed. 
among them electroshock therapy, insulin coma therapy. 
lobotomies. hydrotherapy, restraints, and seclusion (Table 3). 


TABLE 3 

Number of Treatments _ 
Type of therapy 1951 1952 1954 1955 1956 
Electroshock therapy 129 339 24 ~~ 84 


(average month) 


Insulin coma therapy 169 223 62 0 


(average month) 
Lobotomies 70 159 13 0 
(average year) 

Type of therapy __ ~ Number of Hours _ 


or supervision July 1954 Dec. 1956 
Hydrotherapy 2,448 1,200 
(total hours) 

Restraints 9,700 1,223 
(total hours) ’ 

Seclusion 14,242 7,676 


(total hours) 


The reductions in the hours of restraint and seclusion are 
only two of the many results of altered patient behavior 
made possible by ataractic drug therapy. Since, in many 
instances, restraints and seclusion were necessitated by the 
destructive behavior of patients, a diminution of this kind of 
behavior obviously preceded the changes in supervisory 
techniques. 


Destructive Behavior Greatly Reduced 


One example of the favorable effect of ataractic therapy 
on destructive behavior can be shown by the numbers of 
glass panes broken by the patients in 1954—1260 panes, as 
compared to the number broken in 1956—396 panes. This 
behavioral improvement, incidentally, has contributed to a 
reduction of 11 per cent in the amount of coal consumed at 
the hospital. 

These effects within the hospital have necessitated certain 
adjustments in state hospital administration and program- 
ming. Behavioral improvement by substantial numbers of 
patients requires that greater emphasis be given to thera- 
peutic programs, and a lesser emphasis to purely supervisory 
regimens. This, in turn, calls for more highly skilled per- 
sonnel at virtually every level of hospital activity. It may be 
anticipated, in the long run, that the professional skills these 
programs require will result in an increased discharge rate 
and a further reduction in the duration of hospitalization. 

It is important to note here that the changes we have 
described have come about even though it has not been 
found possible to administer ataractic drug therapy to all 
patients who are candidates for it. This is true for a number 
of reasons, including the relative newness of this kind of 
therapy, the need to establish proper dosage levels and to be- 
come thoroughly familiar with the many effects of ataractic 
drugs. and, finally, the availability of sufficient funds for 
drug expenditures. 


Budgetary Restrictions Limit Drug Usage 


In respect to the latter, it has been estimated at Logans- 
port that if the present portion of the total hospital budget 
given for ataractic drugs (1.1 per cent) could be raised to 
5 per cent, it would be possible to provide full therapeutic 
dosages of ataractic drugs for as many patients as would 
benefit from them for as long a period as they would need 
them. At this time, however, budgetary restrictions pose 
two key therapeutic questions: Are our state hospital physi- 
cians able to meet the day-by-day chemotherapeutic needs of 
all their patients? Can we, under present practices governing 
drug expenditures, eliminate the tragic relapses that occur 
when, as the result of limitation in drug supply, periods of 
intensive treatment are followed by weeks or months of 
inadequate therapy ? 

It can be seen from the experience of Logansport that the 
utilization of ataractic drug therapy is medically and eco- 
nomically sound. To make the best medical and economic 
use of ataractic drug therapy, however, the budgetary allow- 
ances and practices of state hospitals must: 1) make it 
possible for the medical staffs to undertake ataractic drug 
therapy in as many patients as may be benefited; 2) make it 
possible to continue this therapy in each patient until maxi- 
mum improvement is obtained; and 3) make it possible to 
enhance this improvement by providing for a greater orienta- 
tion to therapy and rehabilitation rather than custodial care. 
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REVIEWS & COMMENTARY 


READERS’ FORUM 


Medical vs. Lay Leadership Issue is Diminishing 


Dr. David Vail’s paper “Medical and Non-Medical Super- 
intendency” published in the September issue of MENTAL 
Hospitacs left me cold and disappointed, though I antici- 
pated its reading with much interest. I don’t think he has 
contributed anything new to the issue, nor did he, apparently, 
carefully and completely review the recent literature, as 
evidenced by his omission of any reference to the pro and 
con articles by Feldman and Klein, and Duval on the subject 
as published in Hospitats for January 16. 1957. Note also 
his apparent oversight of the references in our article except 
the one by Baganz. 

As a matter of fact, I don’t think this particular problem 
is now increasing—indeed, it is diminishing. We are mov- 
ing toward getting special administrative preparation for 
our superintendents, and this will help to allay anxiety on 
both sides of the issue. My only real anxiety about this at 
present is whether the superintendent of a school for the 
retarded need be a psychiatrist. The real issue, of course, 
is whether these schools are primarily centers for psychiatric 
treatment or centers for education and training. If the 
latter, consultation services should be provided in pediatrics, 
neurology, internal medicine, orthopedics, and psychiatry. 
Despite serious consideration, I have not yet been able to 
formulate my stand in this matter. : 


Addison M. Duval, M.D., Director, Department 
of Public Health & Welfare, Jefferson City, Mo. 


Role of *“‘Lay Assistants”’ Needs Exploration 


I certainly agree with Dr. Vail that it is desirable for the 
psychiatric profession to review its position with regard to 
the qualifications of mental hospital superintendents. Un- 
fortunately, too many discussions of this subject consider 
only whether the superintendent should be a psychiatrist. 
and never touch upon the basi¢ problem of what other 
qualifications a man must possess in order to be an effective 
administrator. Personally, I find it difficult to argue with 
Dr. Vail’s basic reasons for defending the present require- 
ment because I often have expressed similar arguments 
myself, but I believe that it is unwise to assert that the 
superintendent should be a psychiatrist unless it is added 
that he must have administrative knowledge and skill in 
addition to his psychiatric abilities. 

What I missed in the article was a more thorough dis- 
cussion of the skills that the qualified superintendent should 
possess in addition to what he learns during his psychiatric 
training. I feel certain that Dr. Vail, on the basis of his 
extensive experience in working with psychiatrist-admin- 
istrators, will agree that the “good” psychiatrist is not 
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necessarily also a “good” administrator. There is a difler- 
ence in the point of view and type of action required for 
effective treatment of sick patients, and that needed in order 
to motivate staff, organize communications systems, in- 
fluence cooperative group behavior, educate the public. and 
persuade legislators. In fact, the conscientious psychiatrist's 
preoccupation with the problems of individual patients, 
combined with his strong drive to treat some of them him- 
self, can distract him from his administrative task of work- 
ing primarily through other personnel and delegating re- 
sponsibilities effectively. 

The operation of an enterprise as large and complex as 
a mental hospital requires a higher degree of administrative 
skill than the operation of n.ost other types of organizations, 
and so the superintendent must know more, not less, about 
administration than many business and government execu- 
tives who spend years studying the subject. When Dr. Vail 
implies that it is easy for a psychiatrist to secure advanced 
and specialized training in administration, I fear that he 
may be underestimating what is required in the nature of 
personality traits, formal training, and administrative ex- 
perience. 

Another problem is that the psychiatrist can’t “receive” 
training in administration unless he is willing to go to a 
place where it is offered. While I have not been aware of 
any great rush to secure such training, I hope that this 
situation will improve as psychiatric leaders realize that 
administrative skill is different from psychiatric skill. 
Neither psychiatry nor common sense provides all the an- 
swers to the complicated problems of management. 

I would also like to suggest that leading psychiatrist- 
administrators give more attention to the role of the trained 
lay administrator in the mental hospital. I am not aware 
of any articles that have been written on this subject. and 
yet the future progress of mental hospitals will be greatly 
influenced by the success of superintendents in recruiting 
and utilizing the services of competent lay assistants. Should 
the activities of such men be confined to the business de- 
partment, or will they be permitted to serve as general 
assistants with an opportunity to help find solutions to the 
complex management problems that occur throughout the 
hospital? I hope that this subject will be thoroughly ex- 
plored in future issues of this magazine. 


Irving Sheffel, Controller, The Men- 
ninger Foundation, Topeka, Kansas 


Improving Communication Between Intensive 
Treatment Hospitals 


The overwhelming majority of psychiatric patients in this 
country are treated in large, publicly-supported institutions 
which are frequently plagued with constant problems of 








over: 
On th 
ofte: 
The 
treatin 
deveio 
a rect 
patien 
develo 
tempt 
to sha 
Thi: 
was iI 
includ 
worke 
by wr 
other 
would 
Sub 
pared 
availa 
critici 
mittee 


The 


projec 
hospit 
swer | 
about 
copy 

able 1 
munic 


Cedar 


Psyc 


Th: 
the o' 
This 
(50 p 
in a | 
quiet 
room: 
room. 

My 
indivi 
psych 
patier 
impo! 
resent 
what 
in tu 
Even 
to sat 
I thir 


ternal 





iffer- 
1 for 
yrder 
. in- 

and 
rist’s 
ents, 
him- 
vork- 


z re- 


*X as 
ative 
ions, 
ibout 
xecu- 
Vail 
inced 
at he 
re of 
P ex: 


eive” 
to a 
re of 
this 
that 
skill. 


e an- 


trist- 
ained 
ware 
_ and 
eatly 
liting 
hould 
s de- 
neral 
o the 
it the 
y ex- 


Men- 


ansas 
ve 


n this 
itions 
ns of 








over rowding, understaffiing. and inadequate appropriations. 
On the other hand, there are a number of smaller hospitals. 
often private, where these problems are not so pressing. 

The Yale Psychiatric Institute is one such small intensive 
treatrnent hospital. We have taken many steps toward the 
development of a therapeutic community, one of which is 
a regular patient-staff meeting. At one of these meetings a 
patient. recognizing our lack of information concerning 
developments in similar institutions, proposed that an at- 
tempt be made to communicate with these other hospitals 
to share ideas and information. 

This idea was enthusiastically received and a committee 
was immediately formed, composed of 8 patients, 4 doctors 
including the assistant medical director, 2 nurses, the group 
worker. and a case worker. The committee began its work 
by writing a description of the hospital. for circulation to 
other intensive treatment hospitals in the hope that thev 
would exchange similar information. 

Subcommittees, each with patient and staff members. pre- 
pared reports on different areas. These reports were made 
available to the entire hospital for written comments and 
criticism. Finally, the material was edited by a subcom- 
mittee also composed of patients and staff. 

The committee as a whole. whose chairman was a patient. 
met weekly to review material and discuss the progress of 
the project. The writing of this description, from the very 
first meeting until the final editing. took five and a half 
weeks. 

We hope that other hospitals will wish to join us in this 
project and suggest other avenues for facilitating inter- 
hospital communications. We would also be happy to an- 
swer any questions about how our committee functions or 
about any other aspect of our hospital structure. A single 
copy of the description written by our committee is avail- 
able without cost from Committee for Inter-Hospital Com- 
munication. Room 314, Yale Psychiatric Institute. 333 
Cedar Street, New Haven 11, Connecticut. 


Shephen Fleck, M.D., New Haven, Conn. 


Psychiatric Unit In A Korean Hospital 


Thank you for the publication MentaL Hospitats and 
the other literature . . . you ask about my work here. . . 
This is a general hospital. and I run the psychiatric ward 
(50 patients) and the clinic for outpatients. This ward is 
in a two-story building consisting of two large rooms, two 
quiet rooms, and one room for an officer patient. Other 
rooms are the doctor’s office, treatment room, admission 
room, dining room, store room, and a few others. 

My patients are treated by group psychotherapy. some 
individual psychotherapy, and much activity. The group 
psychotherapy, usually held twice a week, allows several 
patients to talk of their problems. The therapist finds a few 
important topics as they talk—for instance, how to handle 
resentment, what feelings they have toward the mother, 
what is happiness, and so on. Then he lets all the patients 
in turn talk about their ideas and feelings on the topic. 
Even the withdrawn patient is urged to talk, even if only 
to say what is a realistic attitude, somewhat like education. 
I think in this way they learn quite well how to handle ex- 
ternal stress. Though I sometimes explain how the mental 


symptoms come about, we do not get into deeper level of 
unconscious. At another type of group, held once a week, 
patients tell stories, fictitious or real. Then each patient 
discusses the story—the feelings and ideas it raises, what 
was good or bad, what should have been done in what 
way. The story-talker usually projects his own problem 
into the story. The therapist often tells the patients what 
was projected in it. Often they agree. At the end of the 
session, the therapist comments on the talks. and in the final 
five or ten minutes handles some ward problems and ad- 
ministrative problems; for instance, what to do if a patient 
fights frequently and disturbs the ward—why he fights so 
often and how everyone can prevent this fighting. 

The activities include work therapy—mostly digging 
ditches, planting trees and flowers, exposing blankets to the 
sun, washing clothes, and taking care of personal belong- 
ings. Every morning some cleaning of the rooms is done. 
Recreation means picnics, games, plays, ball games. music. 
chess, and other things. 

By working and ball games outside patients gain physical 
strength; most of them have good appetites and dark, 
healthy-looking skin. The ball game is usually volleyball; 
our patients acquire quite a skill and beat the teams from 
the other wards. We have another team of withdrawn 
patients and some cripples. The very sick patients just throw 
and catch the ball. 

I have enormous desire to study psychiatry but due to 
lack of books or papers on psychiatric studies, it is very 
difficult. If you have some papers on psychiatry which go 
into the waste basket. please send them to me. 


Ro Chae-Song, M.D., Chinhae 
Naval Hospital, Chinhae, Korea 


CONFERENCE REPORT 


Saskatchewan Psychiatric Nurses Association 
The second annual convention of the Saskatchewan Psy- 
chiatric Nurses Association was held June 2-3 at Valley 
Centre, Fort Qu’ Appelle. The program included a number 
of speakers, symposia, and panels on rehabilitation, admin- 
istration, mental retardation, and community relations. 
The first day’s guest speaker, Dr. F. Grunberg, spoke on 
“The Functions and Role of the Mental Health Clinic.” and 


outlined how such a clinic may deal with community prob- 
lems. 


Divided into three areas, a symposium on “Training and 
Related Aspects in Mental Retardation,” emphasized en- 
vironmental influences, training and education, and dis- 
charge and placement of the mentally retarded. 

A panel on rehabilitation stressed an “enlightened social 
philosophy” in restoring patients to useful activity. 

The topic of nursing administration responsibilities was 
introduced by a speech and followed by a panel. The panel 
moderator, Mr. M. Schreder, R.P.N.. paid tribute to the 
association, which is the only group of its kind on the North 
American continent. (The Saskatchewan Psychiatric Nurses 
are somewhet comparable to Great Britain’s Registered 
Mental Nurses, who, after having graduated from a special 
mental nurse program, are registered and licensed.) 
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FILM REVIEWS 


The films described below will be shown at the 11th Mental 
Hospital Institute in Buffalo, N.Y. If audience reaction is 
favorable, it is likely that they will be added to the Mental 
Hospital Service Film Library. 





THE FACES OF DEPRESSION (16 mm, black and 


white, sound, 2814 minutes) 


The discovery of new drugs makes the treatment of de- 
pression a possibility for every medical practitioner. To 
help physicians in general practice recognize this syndrome, 
which is often behind many of the physical complaints 
of their patients, a leading drug manufacturer, Geigy, has 
prepared this film. There are no actors; instead, the 
audience watches as H. E. Lehmann, M.D., Clinical Director, 
Verdun Protestant Hospital, Montreal, talks with patients 
in unrehearsed interviews before and after treatment. In 
his introductory comment Dr. Lehmann makes the point 
that, in diagnosing depression, the physician must depend 
on what he observes and on what the patient tells him. No 
attempt is made to classify different kinds of depressions 
since the film’s emphasis is on recognition of the syndrome. 
Some patients show in their faces the typical signs of 
depression—the furrowed brow, the turned-down mouth, the 
hurt look—but often the physician must look for depression 





“Saturno,” a 16th century line-drawing by Hans Baldung 
Grien. This drawing is used in the opening sequence of 
“THE FACES OF DEPRESSION” to illustrate the historical 
significance of the depressive syndrome. At that time de- 
pressed people were thought to be under the influence of 
the planet Saturn; hence, “saturnine.” 
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in more subtle forms, such as the patient’s walk, gestures, 
and what he says. 

Although all of the cases shown in the film are intrinsi- 
cally interesting, it is Dr. Lehmann’s sensitive interviewing 
technique which makes this film a rare and rewarding 
document. There is an authentic personal stamp to the 
interviews (in spite of the fact that the subjects knew they 
were being photographed) which grips the viewer's interest, 
For this quality, credit must go not only to Dr. Lehmann, 
but to the director, Robert Anderson, whose understanding 
of emotional disturbance was evident in his earlier films, 
BREAKDOWN and the MENTAL MECHANISMS SERIES 
of the Canadian National Film Board. Restricted to medical 
and associated educational purposes, THE FACES OF DE- 
PRESSION should throw considerable light on this com- 
monly-encountered disease at present. Available on loan 
from Geigy offices. 


THE GENTLE WARRIOR (16 mm, black and white, 


sound, 28 minutes) 


Originally made for a television series by a religious 
organization, the Christophers, this dramatic presentation 
of some of the highlights in Dorothea Lynde Dix’s life 
emerges as a highly interesting story. Beginning on that 
fateful winter day when the sickly. retired schoolteacher 
went to the East Cambridge jail to give Sunday School 
lessons to the inmates, and discovered that mental patients 
were held there under shocking conditions, the film pro- 
ceeds to show Miss Dix’s life-long struggle to provide hos- 
pitals for the mentally ill here and abroad. In a moving 
last scene, set in Miss Dix’s living quarters in Trenton State 
Hospital, the dying reformer receives a visit from a patient 
whom she had liberated from that Massachusetts jail. 

The writing of the film is lean and to the point; the 
acting (by professional actors) is equally taut and forth- 
right. Although it is not in any sense a discussion film, 
THE GENTLE WARRIOR would nevertheless be useful to 
mental hospitals in a number of ways: to give staff and 
volunteers historical perspective; and to interpret the men- 
tal hygiene movement to the general public and to high 
school and college students. It will be of special interest to 
staff members of those hospitals which Miss Dix had a 
hand in founding. 


Jack Neher 


BOOK REVIEWS 


PSYCHIATRY AND PUBLIC HEALTH-By G. R. 
Hargreaves, Professor of Psychiatry, Leeds University, 
England. Oxford University Press, New York, 1958. 120 
pages, $3.00. 

This is a cloth-bound book of five chapters about the origins 
of psychiatry, and psychiatry as it relates to society, medical 
administration, and the family doctor. The author gives a 
brief but very practical description of how various aspects of 
psychiatry developed. The origins of the three most widely 
accepted definitions of mental hygiene are given. Students 
of all disciplines, graduates and undergraduates, will find 
this a reading “must” for a quick review of the development 
of psychiatry and present mental hygiene concepts. The 
author describes the relationships of the family to the in- 
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dividual and of society to the family, the effects of changing 
culture on human behavior, and how each culture selects 
out of the nature of man what it will take notice of, ignore, 
reward, reject, or repress. The author speculates that every 
culture has its price that is paid in terms of psychiatric 
disorders. 

Some basic differences between psychiatric disorders and 
other illnesses are described. The family doctor, in fact all 
doctors, young and old, should especially read the chapter 
on Psychiatry and the Family Doctor. Here is basic infor- 
mation on the prevalence and nature of psychiatric disorders 
in every practice. It should be invaluable to a physician in 
developing his profession. 

The developments in mental health in Britain are clearly 
described. Administrators in health and welfare programs 
of other countries will be able to make comparisons and 
perhaps discern trends which their programs may take. The 
development of basic concepts of psychiatry and public 
health practice is described in a very convincing manner 
but the author did not have enough time in these lectures 
to develop this subject to the fullest. All professions working 
in health, education, and welfare fields will delight in and 
profit greatly from reading these scholarly lectures. 


Curtis G. Southard, M.D. 


OVERBROOK GUIDELINES—By H. A. Davidson, 
M.D. Essex County Overbrook Hospital, New Jersey. 
Price: Free, but send the author 25¢ for postage for 
each Guideline or $1.00 for postage for the complete, 
mimeographed set of 25 Guidelines. 


It is not often that a reviewer is able to offer a free copy 
of any book—especially one which he himself applauds and 
enjoys. Indeed this staff reviewer, from past experience with 
Dr. Davidson’s publications, forecasts that Guidelines would 
be a runaway best-seller. Since, however the author has the 
interests of The Cause at heart, we forecast instead that he 
will have to put on extra clerical help to deal with the re- 
quests he will receive for free copies! 

The Guidelines—25 in number—consist of lecture out- 
lines which are mimeographed and given to the fortunate 
psychiatric residents at Overbrook. A glance at the titles 
will show the range of subjects covered: 

1. A road map for the new nomenclature 

2. A meaningful psychiatric interview 

3. High spots in the history of psychotherapy 
4. Structure of the personality 

5. An orientation to psychosomatics 

6. The concept of psychoneurosis 

7. Footnotes to the affective psychoses 

8. Sidelights on schizophrenia 

9. Fundamentals of individual phychotherapy 
10. Fundamentals of group psychotherapy 

11. Comunity resources in psychiatry 

12. A formula for the appraisal of incompetency 
13. The formulation of criminal responsibility 
14. The psychiatrist as a witness 

15. “Functional” vs. “Organic” as concepts 

16. Varying schools of psychodynamics 

17. Psychiatric problems in civil law 

18. Psychological testing 

19. What is normal? 

20. Psychology in industry 





21. Status of the somatic therapies in psychiatry 

22. Role of social work in the mental hospital 

23. What is occupational therapy ? 

24. A modicum of neuroanatomy 

25. How to be a medical writer in three easy lessons 


It might be added that these outlines could be read with 
profit and enjoyment by workers other than psychiatrists, 
but teachers of psychiatry, residents themselves, and general 
practitioners will find the Guidelines especially useful. 


P.V. 


CURRENT STUDIES AVAILABLE 


This column lists reports on investigations of interest to 
mental hospital personnel. Authors have agreed to make 
copies of their papers available, and requests should be sent 
to them directly, with 25¢ for postage and handling (unless 
otherwise indicated). The Editor wishes to point out that 
these studies have not been evaluated by the A.P.A. 


Tue Work or Ciinicat SPECIALIsTs IN Psycuiatric Nurs- 
Inc. Hildegarde E. Peplau, R.N., Ed.D., Associate Professor 
of Nursing, Rutgers University College of Nursing, Newark 
2, N. J. 

CRITERIA FOR INVOLUNTARY PuBLic Psycuiatric Hospita.i- 
ZATION IN PHILADELPHIA. Silas L. Warner, M.D., Chief. Sec- 
tion on Therapy and Clinical Services, Division of Mental 
Health, Department of Public Health, Philadelphia 7, Pa. 

A Psycnosomatic Warp Community. Stanley M. Kaplan, 
M.D., Department of Psychiatry, Cincinnati General Hos- 
pital, Cincinnati 29, Ohio. 

Neurotic PARENTAL EXPECTATIONS OF A CHILDREN’S Psy- 
cHIATRIC HospitaL. Richard L. Cohen, M.D., Director, Oak- 
bourne Hospital, West Chester. Pa. 


PREDICTION OF RESPONSE TO TRIAL VISIT IN A NEURO- 
PSYCHIATRIC POPULATION. Vladimir Pishkin, Ph.D.. Director. 
Research Laboratory, VA Hospital, Tomah. Wis. 


TREATMENT OF THE ADOLESCENT PATIENT IN A STATE Hos- 
PITAL. Robert Edwalds, M.D., Director, Outpatient Clinic. 
Galesburg State Research Hospital, Ill. 

A CoorpINATeD System oF Non-Mepicat HospitaL ApMIN- 
ISTRATION. J. Vasconcellos, M.D., Clinical Director, Rose- 
wood State Training School, Owings Mills, Md. 


THE Procnosis or Curonic ScuizopHrenia. M. G. Jacoby. 
M.D., 152 North Ocean Avenue, Patchogue, N. Y. 


PHYSICAL AND PsycHIATRIC REHABILITATIONS A COMPARI- 
son. Robert W. Hawkes, Ph.D., Administrative Science 
Center, University of Pittsburgh, Pittsburgh 13, Pa., Brete 
Huseth, M.Ed., Research Associate. Massachusetts Mental 
Health Center, Boston. 


SociopsyCHOLocic ASPECTs OF PSYCHIATRIC TREATMENT IN 
A VoLunTARY MENTAL HospitTaL. Max Fink, M.D.. Hillside 
Hospital, 75-59 263rd Street, Glen Oaks, L. 1, N. Y. 


EDUCATING THE PusBLic. Mrs. Bennie Rvkken. Coordinator. 
Volunteer Services, Willmar State Hospital, Minn. 


OBSERVATIONS CONCERNING THE NEED FOR REALISTIC AP- 
PRAISAL OF PROBLEMS ENCOUNTERED IN A REHABILITATION 
Project. William N. Deane, Ph.D., Project Sociologist, 
Vermont State Hospital, Waterbury. 
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Vestermark Fellowships 
Announced 

The American Psychiatric Association 
will continue its program of Fellowships 
in Psychiatry for the current year. Of spe- 
cial interest are the new “Seymour D. Ves- 
termark Fellowships” for medical students. 
Named in honor of the late chief of the 
Training Branch of the National Institute 
of Mental Health, who was a prominent 
leader in developing psychiatric education 
in medical schools, these fellowships are 
intended particularly to stimulate interest 
and knowledge in psychiatry among out- 
standing medical students. 

The fellowship program, made possible 
by a grant from the Smith Kline and 
French Foundation of Philadelphia, is in- 
tended essentially to interest physicians 
and medical students in psychiatry and 
mental hospitals, and to advance levels of 
treatment and care in these institutions. 
Several types of awards are available and 
applications from individual physicians, 
medical students, or institutions will be 
considered so long as they relate to these 
purposes. 

A brochure describing the program and 
giving details of how to apply may be ob- 
tained from the A.P.A. Fellowship Com- 
mittee, 1700 18th Street, N. W.. Washing- 
ton 9, D.C. 


A.P.A. Staff Receives 
Psychiatric Orientation 


Members of the staff of the A.P.A. Cen- 
tral Office are participating in an orienta- 
tion series designed to enlarge their knowl- 
edge and understanding of the psychiatric 
field. 

Principal speaker and discussion leader 
has been Dr. Charles K. Bush, who con- 
ducts periodic luncheon meetings on the 
subject of hospital psychiatry. 

Dr. Mathew Ross, Medical Director of 
the A.P.A. discussed general psychiatric 
concepts, including psychoanalysis, and 
outlined the organization of the A.P.A. 
Dr. Charles E. Goshen traced the growth 
of mental hospitals. Dr. David C. Gaede 
discussed Naval psychiatry during World 
War II and the Korean War, and described 
the evacuation of the wounded at Guadal- 
canal. Mr. Albert Deutsch, the well-known 
science writer and an Honorary Feilow 
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of the A.P.A., described the mental health 
movement in this country and related some 
of his experiences during the newspaper 
exposés of the 1930’s. Dr. John J. Blasko. 
assistant director of P. & N. Service. VA 
Central Office. outlined the administration 
and ongoing programs in VA hospitals 
and clinics. Dr. C. C. Odom recalled some 
of his experiences during his many years 
of service to the mentally ill in the U. S. 
Army, the VA, and several state hospitals 


NEWS & NOTES 


where he served as superintendent. 

As part of the orientation program, a 
few staff members were privileged to visit 
the Hospital for the Mentally Retarded at 
Stockley. Delaware. and the VA Hospital 
at Perry Point, Maryland. On two different 
occasions, visits were made to St. Eliza- 
beths Hospital. Washington, D. C. A first 
group attended an orientation session for 
new employees. Another spent one morn- 
ing at the William Alanson White Building 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 
AMERICAN PSYCHIATRIC ASSOCIATION 


Annual Meetings: 


1960 May 9-13, Convention Hall. Atlantic City, N. J. (116th.) 
1961 May 8-12, Hotel Morrison, Chicago, Ill. (117th.) 

1962 May 7-11, Royal York Hotel. Toronto, Canada (118th.) 
1963 May 13-17, Ambassador Hotel. Los Angeles, Calif. (119th.) 


Mental Hospital Institutes: 


1959 Oct. 19-22, Hotel Statler-Hilton, Buffalo. N. Y. (11th.) 
Oct. 19, Special Sectional Meetings 
Oct. 20-22, Plenary Sessions 

1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th.) 

1961 “Oct. 23-26, Hotel Fontenelle, Omaha. Neb. (13th.) 

1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th.) 


Other: 


| Derrorr DivistonaL Meetine, Oct. 29-31, Hotel Statler-Hilton. Detroit. Mich. 
| Committee MeeEtiNGs, Oct. 31-Nov. 1, Hotel Statler-Hilton, Detroit, Mich. 
New York Divistonat Meetine, Nov. 27-29, Hotel Biltmore. New York City 
RecionaL ResearcH Meetine. Jan. 13-14 (Ing. Charles Watkins. M.D.. Louisiana 
State University, New Orleans.) 


OTHER PROFESSIONAL ASSOCIATIONS 


Group FOR THE ADVANCEMENT OF PsycuHtaTRY. Nov. 5-8. Hotel Vanderbilt. New York 
City 

NATIONAL ASSOCIATION FOR MentTAL HEALTH, Annual Meeting. Nov. 17-20, Hotel 
Sheraton, Philadelphia. Pa. 

AMERICAN PsycCHOANALYTIC AssociATION, Fall Meeting. Dec. 4-6. Hotel Biltmore. 
New York City 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Dec. 11-12, Hotel 
Roosevelt. New York City 

AMERICAN ASSOCIATION FOR THE ADVANCEMENT OF ScieNCE. Annual Meeting. Dec. 
26-31. Hotel Morrison. Chicago, III. 

State AND TERRITORIAL Menta HEALTH AUTHORITIES CONFERENCE. Jan. 6-8, Wash- 
ington. D. C. 

AMERICAN Group PsycHOTHERAPY AssocIATION, Jan. 27-30. Henry Hudson Hotel. 
New York City 











learn 
study 
Colla 
Meth 

Be 
press 
tatior 
mont 





am, a 
0 Visit 
led at 
spital 
ferent 
Eliza- 
A first 
on for 
morn- 
jilding 


siana 


York 
Hotel 
more. 
Hotel 

Dec. 
W ash- 


Hotel. 





learning about the numerous phases of a 
study new in progress, the N.I.H.-S.E.H. 
Collaborative Study of Clinical Research 
Methodology. 

Because so much interest has been ex- 
pressed, it is planned to continue the orien- 
tation series through the fall and winter 
months. 


PEOPLE & PLACES 


HERE & THERE: Dr. R. Burke Suitt, 
until recently chief of the psychiatric con- 
sultation service, VA Hospital, Perry Point, 
Md.. became chief of psychiatry at Harlan 
(Ky.) Memorial Hospital. 

Dr. Prince L. Barker, director of pro- 
fessional services, VA Hospital, Tuskegee. 
Ala., retired on September 1. He was re- 
placed by Dr. Howard W. Kenney. 
Dr. Ewin S. Chappell, assistant direc- 
tor ef professional services at the VA 
Hospital, Little Rock, Ark., moved to the 
VA Hospital in Memphis, Tenn., where he 
is now chief of the P. & N. service. 

Dr. Donald M. Bramwell became as- 
sistant superintendent at Sonoma State 
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Hospital, Eldridge, Calif. He came from 
the Arizona State Hospital where he held 
the same position. 

Miss Wilhelmina M. Nolan, R.N. is 
the new director of nursing at Galesburg 
(Ind.) State Research Hospital. Her ap. 
pointment followed the resignation of 
Miss Cornelia Knight, R.N. who be- 
came executive secretary of the A.N.A. 
Dr. Winfred Overholser, superintendent 
of St. Elizabeths Hospital, Washington, 
D. C., has been elected a corresponding 
member of the Danish Psychiatric Society. 
Dr. Villars Lunn, Copenhagen, the presi- 
dent, is now visiting the U. S. 

Dr. L. Laramour Bryan was appointed 
assistant commissioner in the N. Y. State 
Department of Mental Hygiene. He had 
been acting commissioner since December 
1958. 

Dr. John D. Schultz, chief psychia- 
trist of D. C. General Hospital, Washing- 
ton, D. C., since 1954, became its medical 
director on Sept. 14. He was appointed to 
this post—a new one which combines the 
functions formerly divided between the 
superintendent and the chief of staff—by 
the Commissioners of the District of 
Columbia. In addition to his administra- 


and stretch your budget with the wall finish 
that sprays on—looks like marble or tile! 
Here’s a sure-fire way to have cheerful interiors that help promote therapy . . . 
and to cut building costs without sacrificing quality or appearance. Vitro-Glaze, 
a new modern wall finish, combines low initial cost with the lasting beauty, 
hardness and utility of tile or marble. Check the features of Vitro-Glaze against 
your requirements and see why so many architects specify it for economy, 
protection and beauty. WRITE FOR NEW FREE BULLETIN ... 

SPRAYS ON LIKE PAINT * DRIES MARBLE HARD—IS SEAMLESS + BEAUTIFULLY MOTTLED TEXTURE 
* FOLLOWS ARCHITECTURAL CONTOURS + CHOICE OF PERMANENT NON-FADING COLORS 


| SELBY, BATTERSBY & CO. 


5220 Whitby Ave., Philadelphia 43, Pa. * 2125 Maryland Ave., Baltimore 18, Md. 


tive duties, Dr. Schultz will continue his re- 
search, teaching, and consultation practice 
at George Washington, Georgetown. and 
Howard Universities. 


OBITUARIES: Death came to Dr. Jacob 
E. Finesinger, professor and head of the 
department of psychiatry, Maryland Uni- 
versity School of Medicine, Baltimore, on 
June 19; to Dr. Robert L. Faucett of 
the Mayo Clinic staff, who was killed acci- 
dentally on August 8; to Dr. Helen Flan- 
ders Dunbar of New York City, at her 
Connecticut home on August 21; and, on 
September 16, at Bethesda (Md.) Naval 
Hospital, to Capt. George N. Raines, 
USN (ret.), former chief of psychiatry 
and nerology for the Department of the 
Navy. and chairman of the department of 
psychiatry at Georgetown University Medi- 
cal School, Washington, D. C.; to Dr. 
Gregory Zilboorg, clinical professor of 
psychiatry at N. Y. State University, New 
York Medical College, and many others. 
on September 19 in New York City; and, 
on the same day. to Dr. Kenneth W. 
Chapman, associate director of the Clini- 
cal Center, N.I.H., internationally-known 
expert in the treatment of narcotic addic- 
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tions, and former chief of P.H.S. Narcotics 
Hospital in Lexington, Ky. 


HAVE YOU HEARD ? 


TREATMENT & RESEARCH: The 
Langley Porter Neuropsychiatric In- 
stitute, San Francisco, Calif., has widened 
the scope of its services to the community 
by giving general practitioners a chance 
for a more intensive and formal type of 
training. The course, supported by a fed- 


eral grant, provides GP’s with an oppor- 
tunity for clinical contact with psychiatric 
patients, helps them recognize and under- 
stand the problems involved, and familiar- 
izes them with psychotherapy. 


COMMUNITY RELATIONS: Dave Gar- 
roway's TODAY program was the recipient 
of one of Albert Lasker Medical Journal- 
ism Awards for its day-to-day coverage over 
NBC-TV of significant events in public 
health and medical research during 1958, 
including the mental health program on 
Central Islip State Hospital, New York. 


ANOTHER PROVEN SUCCESS! 


Leading administrators in government institutions test 
and approve our products before we sell them! That’s 
why each one fits your requirements perfectly. 

















NEW! 44 OUNCE 
BANTAMWEIGHT 


Super Gladh 


SKIRTS and 
BLOUSES 


Sanforized, 
mercerized, color-fast 


Double-needle, lock stitched 


Stress points reinforced, 
bar-tacked 


Solid colors, florals, patterns 
to match or mix as shown 





Skirt has four gores and 
elastic waist. Blouse (also in 
white) has two patch pockets. 
The fabric’s light weight and 
super wear make it ideal 
for most patients. It stays 
strong after repeated washings. 


Girls’, 8 to 14; Misses’, 12 to 18: Ladies’, 


32 to 40. Also available in yard goods. 


Write or phone ANdover 3-0600 for samples today 
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KOROUES 


Cenadian Distributors: SIMPSON’S, 45 Richmond Street, West, Toronto 1; Caneda 


INC. INSTITUTIONAL DIVISION 
32 North State Street, Chicago 2, lil. 





Winner in the radio-television field, TO. 
DAY was selected “for presenting to a vast 
network audience regularly in vivid and 
meaningful forms the problems and prog- 
ress of health and medical research in 
this country; for motivating public under- 
standing and attitudes in vitally needed 
new directions and by program emphasis 
on special areas such as mental health; 
for an excellent exposition of the ‘Open 
Door’ mental hospital philosophy as exem- 
plified in the visit by Dave Garroway to 
Central Islip Hospital; and finally, for 
illustrating the primary concern of the 
National Broadcasting Company for ex. 
panding the scope and influence of medica] 
reporting through ingenious employment 
of the direct and immediate techniques of 
television.” 

RELIGION: Kentucky’s Western State 
Hospital recently bought a surplus Army 
chapel for $250. Even with the added cost 
of moving and redecoration, it is still an 
inexpensive way of providing an impor- 
tant facility. 

HONORS: When three state hospitals 
win awards for food service in one year, it 
is a sure indication that legislators are 
behind our efforts to give more civilized 
care and treatment in our public institu- 
tions. Metropolitan State Hospital, 
Norwalk, Calif., under the superintend- 
ency of Robert E. Wyers. M.D., and Rich- 
mond State Hospital, Ind., where J. J. 
Klepfer, M.D., is superintendent, both re- 
ceived Honor Awards in INstTITUTIONS 
Magazine’s 1959 Food Service Contest 
where another Indiana hospital received a 


First Award (See Page 40). Anson Boyd, © 


state architect, designed the new Califor- 
nia facility, which was equipped by Weber 
Showcase & Fixture Co., Tara Mfg. Co., 
and Robert I. Steen Co. Inc. Rhoads 
Equipment, Inc., supplied the equipment 
for the Richmond winner. 
EX-PATIENT GROUPS: The annual 
reunion of the Brockton (Mass.) VA 
Hospital Member-Employee Alumni is 
dramatic testimony that former psychi- 
atric patients can be fully rehabilitated 
and make good in the community. Some 


of these people were acutely ill for many ~ 


years, yet all are now gainfully employed 
and their reintegration into society seems 
complete. Even so, former Member-Em- 
ployees look forward to the annual meeting 


for it gives them a sense of belonging and | 


a feeling that the hospital from which they 
graduated still has an interest in them. 
This year’s reunion—a dinner followed by 


a dance and floor show—was a huge suc- 7 


cess attended by more than one hundred 
alumni, current Member-Employees, and 
guests from various parts of New England 
and New York City. It is significant that 
four alumni brought their present em- 
ployers with them to the dance. 
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Inhibit monoamine oxidase either in 
brain or liver with its associated risks 








Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 





Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 
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The efficacy of Tofranil is attested by more than 50 
published reports and confirmed by clinical experi- 
ence in more than 50,000 cases. 

Detailed Literature Available on Request. 

veny Geigy, Ardsley, New York 
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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


“There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component.” 

Krantz, J. C., Jr.: The restless 
patient —A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


ee" “Milltown: 


the original meprobamate, discovered and introduced by 


ip WALLACE LABORATORIES, New Brunswick, N. J. 
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